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CLINICAL EVALUATION OF HEPARIN IN THE TREATMENT 
OF ANGINA PECTORIS 


Maxwell J. Binder, M.D., George M. Kalmanson, M.D., Ernst J. Drenick, M.D. 
and 
Leon Rosove, M.D., Los Angeles 


Angina pectoris was first defined as a clinical entity fully evaluated by several of the authors at independent 
by Heberden almost 200 years ago.’ Since that time, interviews. Only those patients about whom there was 
many drugs have been used to treat this symptom. Of complete agreement as to the diagnosis of angina pec- 
these, only the nitrites have produced uniformly good toris were included in this study; 40 patients were finally 
results. It has recently been reported that heparin ap- chosen as suitable subjects. The clinical history of each 
pears to be effective in relieving the symptom of angina patient was characterized by the following factors. 1. 
pectoris.” A group of investigators ** from the Univer- Chest pain typical in quality, location, and radiation was 
sity of California found that heparin, given intraven- produced by such factors as exertion or, at times, emo- 
ously or intramuscularly in doses of 50 to 100 mg. once tion and promptly relieved by rest or glyceryl trinitrate 
or twice a week, resulted in dramatic and uniform relief (nitroglycerin). 2. Anginal attacks were of sufficient 
from moderate or severe angina in 55 of 59 patients. frequency and severity to allow adequate evaluation of 
This relief was noted soon after heparin therapy was be- therapy. Many patients who had typical angina failed to 
gun, usually after the first few injections, and it persisted meet this criterion because of the limited activity that 
for several days after a single injection. Seven patients, characterizes the domiciliary patient. 3. There was vir- 
whose severe angina had been relieved by heparin in- tual absence of noncardiac chest pain. In the few in- 
jections, complained that anginal symptoms returned stances in which chest pain of noncardiac origin was 
when sodium chloride solution placebos were injected present, its nature was such that it was easily distin- 
instead of heparin. The present study was done to evalu- guished from cardiac pain by the patient. 4. Cardiac 
ate further the early effects of intravenously adminis- failure was absent when the patient was first interviewed. 
tered heparin on the symptom of angina pectoris. Several patients had been in cardiac failure prior to this 

investigation, but no patient showed evidence of failure 
METHOD during the study. 5. There was no active gastrointestinal 

The patients in this study were selected from approxi- ulceration or tendency toward bleeding. 6. The Lee- 

mately 3,000 domiciliary patients residing at the Los White coagulation time was normal. 
Angeles Veterans Administration Center. The daily The effect on angina pectoris of 100 mg. (10 cc.) of 
activities of these persons were fairly constant, reason- heparin given intravenously twice a week was compared 
ably predictable, and moderately limited. All patients to that of 10 cc. of isotonic sodium chloride similarly 
at this center were carefully examined at the diagnostic given. Either heparin or sodium chloride was given at a 
clinic at frequent intervals. The incidence of cardio- uniform rate over a three minute period, with the pa- 
vascular disease in these patients is very high.* From tient in the supine position. The patient maintained this 
the total domiciliary population, we selected a group of position for one minute after the intravenous injection 
approximately 300 patients in whom a diagnosis of was completed. Under these conditions, the patient 
angina pectoris had been made by one or more ob- could not distinguish heparin from sodium chloride 
servers in the diagnostic clinic. Each patient was care- solution when both were given intravenously. 





From the Medical Service, Veterans Administration Center, Los Angeles, and the Department of Medicine, School of Medicine, University of California 
at Los Angeles. 

Reviewed by the Veterans Administration and published with the approval of the Chief Medical Director. The statements and conclusions of the authors 
are the result of their own study and do not necessarily reflect the opinion or policy of the Veterans Administration. 

1. Heberden, W.: Account of a Disorder of the Breast, Med. Tr. Coll. Phys. Lond. 2: 59, 1772. 

2. (a) Jones, H. B., and others: Lipoproteins in Atherosclerosis, Am. J. Med. 11: 358, 1951. (6) Graham, D. M., and others: Blood Lipids and Human 
Atherosclerosis: The Influence of Heparin upon Lipoprotein Metabolism, Circulation 4: 666, 1951. (c) Lyon, T. P., and others: Further Studies on the 
Relationship of St 10-20 Lipoprotein Molecules to Atherosclerosis, A. M. A. Arch. Int. Med. 89: 421 (March) 1952. (d) Engelberg, H.: Heparin Treat- 
ment of Angina Pectoris with Observations on the Two-Step Exercise Electrocardiogram, Twenty-First Annual Symposium of the Los Angeles Heart A., 
(Oct. 17) 1951. 

3. Barrett, T. F.; MacCallum, D. B.; Binder, M. J., and Nelson, C. B.: Coordinated Medical Program for Domiciliary Patients in a Veterans Hospital, 
J. A. M. A. 149: 1441 (Aug. 16) 1952. 
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Throughout the study the conditions of the double 
blind test, suggested by Greiner and his associates * 
were carefully met. At no time did any of the patients 
know that two medicaments were being used nor did 
they know what these medications were. Two of us 
(M. J. B. and L. R.) gave all the intravenous injections 
and issued and collected the daily report cards without 
any comment to the patients. The daily report cards 
were similar to those devised by Greiner and his co- 
workers.* On these cards the degree of cardiac pain for 
each day was described as “no pain,” “less than usual,” 
“usual,” or “more than usual.” Two of us (E. J. D. and 
G. M. K.) interviewed the patients once a week. These 
two did not know which patients were receiving sodium 
chloride and which were receiving heparin and did not 
see the daily report cards. They recorded the number of 


TABLE 1.—Effects of Heparin and Sodium Chloride in Thirty- 
Four Patients with Angina Pectoris 
Percentage of Observation Days 
in Which Cardiac Pain 
Was Described As 
DPienmn 


a | 
“Good” Days “Bad” Days 
| mabe 





re 
Less More 
No than than 
Period Medicament Pain Usual Usual Usual 
ED. in ceseuiesbwers None 6 18 60 16 
Intravenous therap/....... Heparin 10 44 40 6 
Sodium 12 40 42 6 
chloride 
Intravenous therapy ™*..... Heparin 11 47 37 5 
Sodium 13 42 40 5 
chloride 





* First week of therapy omitted. 


TABLE 2.—Effects of Heparin and Sodium Chloride on Median 
Figures for Number of Bad Days, Anginal Attacks, and 
Nitroglycerin Tablets Used Per Week 


Nitro- 
Anginal glycerin 


Group Period Bad Days Attacks Tablets 
I (18 patients) f Preliminary....... 6 18 13 
Heparin : BIOPOIIB... 0500-00 4.5 18 6 
first { Sodium chloride. . 3.5 15 7 
II (16 patients) f Preliminary....... 5 12 10 
Sodium chloride | Sodium chloride. . 4 11 7 


first er eer 2.5 11 6 


anginal attacks and nitroglycerin tablets used per week, 
intensity of cardiac pain, and the opinion of the patient 
as to whether treatment was of benefit. After each inter- 
view, they attempted to evaluate the effects of therapy. 

The investigation was divided into three periods, each 
lasting four weeks. During period 1, or the preliminary 
period, no intravenous therapy was given. Weekly inter- 
views were conducted, and daily report cards were 
issued and collected in the same way as during the sub- 
sequent two periods. The patients were told that therapy 
would be started at the conclusion of the first period. 
During period 2, one-half of the patients were given 
100 mg. (10 cc.) of heparin intravenously twice a week; 
the other half were given 10 cc. of isotonic sodium 
chloride solution intravenously twice a week. During 
period 3, patients who had received heparin in period 2 
were given sodium chloride instead and those who had 
received sodium chloride were given heparin. In all 
other respects, period 3 was identical to period 2. 





4. Greiner, T., and others: A Method for the Evaluation of the Effects 
of Drugs on Cardiac Pain in Patients with Angina of Effort, Study of 
Khellin (visammin), Am. J. Med. 9: 143, 1950. 
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Of the group of 40 patients selected for study, 6 were 
eventually dropped from the series. Two of these were 
hospitalized for noncardiac reasons, and four improved 
so markedly during the preliminary period that further 
evaluation of therapy was not possible. The data to be 
reported are that of the final group of 34 patients who 
satisfactorily completed the entire period of study. These 
patients were all men, ranging in age from 53 to 73 
years. Thirty-one of the 34 patients were in the age 
group between 53 and 64 years. The median age of the 
entire group was 5942 years. Twelve patients had elec- 
trocardiographic evidence of old myocardial infarction. 
The age of the myocardial infarcts varied from 10 
months to 12 years. Left ventricular enlargement was 
present in nine patients, two of whom had had myo- 
cardial infarction. The electrocardiogram revealed non- 
specific myocardial changes in five patients and right 
bundle branch block in one patient. Nine patients had 
normal resting electrocardiograms. All patients with 
normal resting electrocardiograms had abnormal two- 
step exercise electrocardiograms. The duration of an- 
gina in the entire group was from 1 to 15 years. The 
majority of patients had had angina for at least five 
years. The number of anginal attacks requiring the use 
of nitroglycerin tablets ranged from 4 to 105 per week. 
Approximately 50% of the patients had 10 to 30 at- 
tacks per week and used 10 to 30 nitroglycerin tablets 
per week. The data obtained from the history and from 
the preliminary period showed similar distribution. 


RESULTS 


At the conclusion of the study, it was evident that 
the patients had been subjectively unaware of a change 
in therapy. Although the interviewing physicians knew 
that such a change in therapy had occurred, they were 
unable to determine in which patients there had been 
a change from sodium chloride solution to heparin or 
vice versa. Since the pitfalls of this type of subjective 
evaluation by the patient or the physician are well 
known, it was felt that a more accurate evaluation could 
be obtained from the records of the daily report cards 
and the number of anginal attacks and nitroglycerin 
tablets used. 

The results of the daily report cards are summarized 
in table 1. They show that similar improvement was 
produced by heparin and by sodium chloride. Thus, the 
total percentage of “bad” days decreased from 76% 
during the preliminary period to 46% when heparin 
was used and to 48% when sodium chloride was used. 
Corresponding increases were noted for “good” days. 
Because of the possibility that relief or diminution of 
angina by heparin might not be manifest until after the 
first few injections and might persist for the first few 
days of sodium chloride therapy,” the data were re- 
calculated, omitting the first week of therapy for each 
course of heparin and sodium chloride. There was little 
change in the distribution of “good” and “bad” days 
and again revealed no significant difference between re- 
sults obtained with heparin and with sodium chloride. 

Heparin therapy preceded sodium chloride therapy 
in 18 patients and followed it in 16 patients. Compari- 
son of these two groups of patients was made, utilizing 
as criteria the daily report cards, the number of anginal 
attacks per week, and the number of nitroglycerin tab- 
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lets used per week. Table 2 shows the median figures 
for each group during each month of observation. A 
significant decrease in the number of “bad” days, angi- 
nal attacks, and nitroglycerin tablets used represents 
improvement. The median number of “bad” days per 
week decreased with both heparin and sodium chloride, 
although slightly more with heparin. When the incidence 
of anginal attacks per week was considered, no signifi- 
cant change was seen in the median figures for either 
heparin or sodium chloride. The decrease in the median 
figures for the number of nitroglycerin tablets required 
per week was approximately the same for the two drugs. 
These results were unchanged when the first week of 
therapy for each medication was omitted. 

While the preceding data describe the entire group, 
it may mask improvement in individual patients. Ac- 
cordingly, we determined the number of patients in 
whom heparin appeared more effective, the number in 
whom sodium chloride appeared more effective, and the 
number in whom equal effects were produced by both 
medicaments. The per cent reduction in the number of 
“bad” days was calculated from the daily report cards. 
The per cent reduction in the number of anginal attacks 
per week and in the number of nitroglycerin tablets used 
per week was calculated from the records of the weekly 

























TABLE 3.—Effects of Heparin and Sodium Chloride, Percentage of Improvement 
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diagnosis. It has been claimed, however, that false posi- 
tive and false negative results may occur with each of 
these tests.’ The severity of angina, depending as it does 
on the patient’s subjective reaction to pain, is not always 
quantitatively related to the degree of coronary insuffi- 
ciency present. The frequency of angina varies with the 
daily fluctuation of the patient’s activity, emotional 
stimuli, and other factors. Complete control of each of 
these factors is impossible when one evaluates the effect 
of any drug on angina. These variables may be partially 
controlled by utilizing a group of patients whose activi- 
ties change little from day to day and by interchanging 
the drug and a placebo. Such control does not exist 
when the placebo always precedes the test drug or 
always follows its use. In our study, most patients ex- 
perienced greater relief of angina during the second 
month of intravenous therapy, regardless of whether 
heparin or sodium chloride was used. 

As demonstrated by Wolf,* placebos should not be 
considered inert substances. They may produce measur- 
able changes at the end organs. Such placebo effects 
may be more potent than the pharmacological action 
customarily attributed to a specific medicament. Wolf 
states that factors that influence such effects are (a) the 
state of the end organ at the time of drug administration, 








Nitroglycerin Tablets 















Bad Days Anginal Attacks Required 
er ae A ~~ — = ——_—_ eo 
Danses. OF MOOT EAS,. G.< 000 sccccvccescesecs 25-100 50-100 25-100 50-100 75-100 25-100 50-100 75-100 
| EE ee ee 22 16 6 20 14 6 22 15 & 
“IS bas oscdeadercnsevesecveccecese co) 7 2 x 7 2 7 5 2 
Sodium chloride “superior”’.................s++- x 6 4 10 7 4 8 7 5 
Heparin and sodium chloride equal............ 5 8 0 2 0 0 7 3 1 
















interviews. Each patient’s record for the preliminary 
period was considered as his base line or 100% figure. 
The decrease from this base line was calculated for 
heparin and for sodium chloride and was expressed as 
per cent improvement. Heparin was then compared with 
sodium chloride at three levels of improvement, i. e., in 
those patients who showed more than 25% improve- 
ment, in those who showed more than 50% improve- 
ment, and in those who showed more than 75% im- 
provement. Arbitrarily, a difference of at least 10% 
between each drug was required before either was con- 
sidered “superior.” Table 3 shows that, with each of the 
three factors evaluated, approximately two-thirds of the 
patients improved 25% to 100%, about one-half im- 
proved 50% to 100%, and about one-fifth improved 
75% to 100%. With each of the three factors and at 
each level of improvement, the number of patients in 
whom sodium chloride was equal to or superior to 
heparin was clearly in the majority. Three patients 
received heparin intravenously during episodes of an- 
gina, without relief of symptoms. On each occasion, 
nitroglycerin tablets promptly relieved the cardiac pain. 






















COMMENT 


The diagnosis of angina pectoris depends on the 
proper evaluation of the symptoms of the patient. Ob- 
jective demonstration of coronary insufficiency by the 
anoxemia test® or by the two-step exercise electro- 
cardiogram * may be helpful in supporting the clinical 






(b) the setting in which the drug is administered, and 
(c) conditioning circumstances and established habits 
of reaction. In view of these observations, it is clear that 
any benefits attributed to a drug must be significantly 
greater than those derived from a placebo, when both 
are treated as unknowns and are used under similar 
conditions. The double blind method, which we fol- 
lowed, comes closest to meeting these requirements and 
should be adhered to not only during the time of ad- 
ministration of the drugs but also during the analysis 
of the clinical data. 

When a drug is evaluated, the closer attention given 
to patients may produce symptomatic improvement 
through psychogenic influences. Thus, during the pre- 
liminary period of our study, four patients improved so 
markedly that further evaluation of therapy was im- 
possible. These patients were eliminated from the study 
despite the fact that they had previously shown a rela- 
tively stable degree of angina. If these patients had been 
actively treated, the improvement manifested by them 
might have been attributed to the first intravenously 
administered medicament used rather than to the stimuli 
provided by the study itself. 





5. Levy, R. L.: The Clinical Recognition of Coronary Heart Disease, 
Bull. New York Acad. Med. 27: 711, 1951. 

6. Pordy, L.; Master, A. M., and Chesky, K.: Value of Cardiac Func- 
tion Tests in Industry, J. A. M. A. 148: 813 (March 8) 1952. 

7. Greiner. Levy.® Pordy and others.* 

8. Wolf, S.: Effects of Suggestion and Conditioning on the Action of 
Chemical Agents in Human Subjects—The Pharmacology of Placebos, 
J. Clin. Investigation 29: 100, 1950. 
























970 ELECTROLYTE METABOLISM—SPRAGUE AND POWER 


It has been suggested *» that heparin therapy may 
inhibit the process of atherosclerosis. It is theoretically 
possible that, by this mechanism, prolonged heparin 
therapy may ultimately influence the symptom of angina 
pectoris. Since the inhibition of atherosclerosis by hepa- 
rin remains to be demonstrated in the human subject, 
such an effect on angina is purely conjectural. This 
mechanism could not be expected to produce early 
symptomatic relief of angina. From the data available 
in our study, no evidence can be found to suggest that 
intravenous heparin therapy administered in the manner 
and dosage described produces early symptomatic relief 
of angina pectoris to a greater degree than that produced 
by intravenously administered sodium chloride. 


J.A.M.A., March 21, 1953 


SUMMARY 


The effect on angina pectoris produced by the intra- 
venous administration of 100 mg. (10 cc.) of heparin 
was compared to that produced by an equal volume of 
isotonic sodium chloride solution. Each of 34 patients 
with moderately severe angina received both medica- 
ments intravenously twice a week. In 18 patients, a 
month of heparin therapy preceded a month of sodium 
chloride therapy, while in 16 patients the sequence of 
medicaments was reversed. This study failed to demon- 
strate any beneficial effects of heparin administered 
intravenously twice a week in doses of 100 mg. on the 
symptom of angina pectoris. 


Wilshire and Sawtelle Blvds. 





ELECTROLYTE METABOLISM IN DIABETIC ACIDOSIS 


Randall G. Sprague, M.D. 


Marschelle H. Power, Ph.D., Rochester, Minn. 


The most important progress in the treatment of dia- 
betic acidosis in recent years has stemmed from an im- 
proved understanding of the associated disturbances in 
the metabolism of water and electrolytes. Although it 
has long been recognized that diabetic acidosis is initi- 
ated by lack of insulin with a consequent inability of the 
body to utilize carbohydrates and an eventual profound 
depletion of salt and water, it has become increasingly 
apparent that even the most skillful correction of these 
defects does not save life in all cases, even in the ab- 
sence of serious complicating illness. In this paper only 
cases of a severe degree of diabetic acidosis such as 
those which not infrequently eventuate in loss of con- 
sciousness or diabetic coma will be considered. No 
chemical differentiation will be drawn between diabetic 
acidosis and diabetic coma, since the latter is simply a 
severe Clinical manifestation of the former. 

Atchley and his associates’ demonstrated in 1933 
that abrupt withdrawal of insulin from two diabetic 
patients who volunteered for study resulted in a pro- 
nounced loss of both extracellular and intracellular 
water and constituent electrolytes, in addition to glucose 
and nitrogen. The electrolytes that were lost in quantity 
included sodium plus magnesium (determined by differ- 
ence), calcium, potassium, chloride, and phosphorus. 
When administration of insulin was reinstituted, extra- 
cellular and intracellular water together with the pre- 
viously lost electrolytes were retained. The losses and 
subsequent retention were especially marked in the case 
of potassium. Since then metabolic studies have further 
delineated the character and extent of the deficits of 
water and electrolytes in diabetic acidosis. It is now ap- 
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1. Atchley, D. W., and others: On Diabetic Acidosis: A Detailed Study 
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2. Holler, J. W.: Potassium Deficiency Occurring During the Treat- 
ment of Diabetic Acidosis, J. A. M. A. 131: 1186-1189 (Aug. 10) 1946. 


parent that lack of insulin results in a metabolic catas- 
trophe involving many body constituents. In some cases, 
systematic replacement of constituents to cover ante- 
cedent losses may be necessary to save life. 

The therapeutic implications of the observations of 
Atchley and associates were not widely appreciated until 
Holler * in 1946 described a case in which muscular 
weakness and paralysis developed as a result of potas- 
sium deficiency during treatment of severe diabetic aci- 
dosis and were relieved by administration of potassium. 
This case and subsequent ones indicate that conven- 
tional treatment with insulin, water, and sodium chlo- 
ride, with or without glucose, may induce important 
disturbances in the electrolyte composition of the extra- 
cellular and intracellular fluid in addition to those that 
are present before therapy is begun. The seemingly 
paradoxical result is that in an occasional case energetic 
treatment may itself contribute to a fatal outcome. In 
this connection, it is worthy of note that death in a sig- 
nificant proportion of fatal cases, after apparently good 
initial progress, occurs about 8 to 16 hours after initi- 
ation of therapy, at a time when ketogenesis has been 
arrested, hyperglycemia corrected, and hydration re- 
stored. Often, necropsy in such cases reveals no anatomic 
basis for the fatal outcome, and it is difficult to escape 
the conclusion that treatment itself, by its deficiencies or 
extravagances, contributed somehow to the death. It 
can now be anticipated that reasonably accurate replace- 
ment of water and electrolytes will save some patients 
in diabetic acidosis who otherwise would die in spite of, 
or because of, treatment with insulin, water, sodium 
chloride, and recognized adjuvant procedures. 

It has been stated, with some justification, that in the 
management of diabetic acidosis knowledge of the elec- 
trolyte composition of the cells of the body is more im- 
portant than knowledge of the electrolyte composition of 
the extracellular fluid, as measured in blood serum, and 
that study of the extracellular fluid gives inadequate or 
misleading information about the electrolyte composi- 
tion of the cells. However, when the physician is called 
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on to treat a patient in diabetic coma, the blood serum 
js available for study and the tissue cells are not. Fur- 
thermore, a knowledge of the electrolyte composition of 
te blood serum permits certain reasonably accurate de- 
ductions concerning the chemical events that are taking 
place within the cells. 

It is our present purpose to describe certain changes 
in the blood serum that can be estimated in many hos- 
pital laboratories and provide guidance for therapy. 
Avoidable or correctable abnormalities of electrolyte 
metabolism, particularly those that may become appar- 
ent during treatment, have been singled out for illustra- 
tion. Included are observations relative to deficiency of 
potassium and phosphorus and excess of chloride in 
certain cases of diabetic acidosis treated in the Mayo 
Clinic in the past 12 years. 


POTASSIUM DEFICIENCY 

Potassium is the principal intracellular cation and is 
important in cellular function. As already indicated, its 
excretion in the urine is greatly augmented during dia- 
betic acidosis. Concomitant studies of potassium and ni- 
trogen balance show that the amount of potassium lost 
from cells is considerably greater than the amount that 
is associated with protein.* The loss of potassium in ex- 
cess of that which can be accounted for by protein ca- 
tabolism probably represents withdrawal of potassium 
with water during the process of abnormal cellular me- 
tabolism and dehydration. In some cases additional 
amounts of potassium are lost by emesis. Direct meas- 
urement has disclosed an extreme depletion of cellular 
potassium in erythrocytes in association with diabetic 
acidosis.* It can be presumed that such profound altera- 
tion in the chemical composition of cells is associated 
with important alteration in their function. 

In spite of the accelerated excretion of potassium dur- 
ing acidosis, this ion tends to accumulate in the serum. 
In our experience, like that of others, the concentration 
of potassium in the serum of patients in diabetic acido- 
sis is usually normal or slightly elevated before institu- 
tion of treatment (fig. 1). At this stage, potassium is 
still leaving the cells to enter the extracellular fluid and 
be excreted in the urine, but urinary excretion is unable 
to keep pace with the rapid discharge of potassium from 
the cells into a volume of extracellular fluid that is 
progressively diminishing. 

Effects —Clinically, it is only after several hours of 
treatment of diabetic acidosis that difficulties due to 
potassium deficiency begin to make their appearance. At 
this time the concentration of potassium in the extra- 
cellular fluid may reach a low level (fig. 1), sometimes 
less than 2 mEq. per liter. Evidence indicates that sev- 
eral mechanisms are involved in the development of 
hypopotassemia.* Loss of potassium in the urine con- 
tinues throughout treatment, though at a reduced rate. 
The volume of the extracellular fluid is expanded by 
the administration of potassium-free fluids; the concen- 
tration of potassium is thus reduced by dilution. Con- 
siderable amounts of potassium may be removed from 
the extracellular fluid owing to deposition with glycogen 
or with protein. The net effect of these processes is a 
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pronounced lowering of the concentration of potassium 
in extracellular fluid as measured in blood serum. 

A low level of serum potassium may or may not be 
associated with symptoms of potassium deficiency. None 
of the patients whose levels of serum potassium are 
charted in figure 1 had symptoms obviously attributable 
to hypopotassemia, and some patients may have no 
symptoms even with levels as low as 2 mEq. per liter. 
On the other hand, reported cases indicate that symp- 
toms may occur in association with levels of potassium 
higher than these. Perhaps the magnitude of the ante- 
cedent loss of potassium is as significant a factor as the 
concentration of potassium in the extracellular fluid. 
Even in the absence of frank symptoms, it seems likely 
that potassium deficiency may delay the return of nor- 
mal health and vigor. One gains the impression that 
clinical recovery from the effects of severe diabetic aci- 
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Fig. 1.—Changes in the concentration of potassium in the extracellular 


fluid, as measured in blood serum, during treatment of diabetic acidosis 
in eight cases. In this and in figures 2 and 3 the normal range is indi- 
cated by a shaded area. 


dosis is accelerated in those patients to whom potassium 
is administered. 

The clinically important symptoms that may occur in 
association with hypopotassemia are due to impaired 
function of skeletal muscle and myocardium. Muscular 
weakness may become extreme, and the heart may fail. 
When weakness involves the muscles of respiration, as 
was true in Holler’s * case, the acidotic patient is de- 
prived of one of his principal defenses against the de- 
velopment of a high concentration of hydrogen ions 
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(low pH), namely, the ability to hyperventilate and 
thereby maintain a low carbon dioxide tension in the 
extracellular fluid. It also should be noted that narcotic 
drugs, because of their respiratory depressant action, 
may provoke retention of carbon dioxide with conse- 
quent serious intensification of acidosis and, therefore, 
should not be administered to the patient in severe dia- 
betic acidosis. 

The effects of potassium deficiency on myocardial 
function are occasionally of serious import; usually, 
however, frank myocardial failure does not occur and 
the only evidence of myocardial impairment is the pres- 
ence of changes in the electrocardiogram that are more 
or less characteristic of hypopotassemia. The most sig- 
nificant of these is prolongation of the Q-T interval 
owing in part to broadening and flattening of the T-wave 
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Fig. 2.—Changes in the concentration of inorganic phosphate (expressed 
as phosphorus) in the extracellular fluid, as measured in blood serum, 
during treatment of diabetic acidosis in eight cases. The patients are the 
same as those for whom data on serum potassium are presented in figure 1. 


in all leads. Later, the T-wave may be flattened further, 
or may become inverted, and there may be depression 
of the S-T segment. For the recognition of hypopotas- 
semia, it is better to rely on actual measurement of the 
serum potassium by flame photometry than on electro- 
cardiographic changes, which might be equivocal or 
nonspecific; however, the electrocardiographic method 
may be the only one available and can be helpful if the 
tracings are interpreted carefully. In any event, hypo- 
potassemia is a real hazard to some patients in the stage 
of recovery from diabetic acidosis and should be averted 
or corrected. 





6. Danowski, T. S., and others: Studies in Diabetic Acidosis and Coma, 
with Particular Emphasis on the Retention of Administered Potassium, J. 
Clin. Investigation 28: 1-9 (Jan.) 1949. 

* These ampuls were provided for this study by Eli Lilly & Company, 
Indianapolis. 
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Treatment.—It is neither necessary nor safe to ad. 
minister potassium in the early hours of treatment while 
the concentration of potassium in the blood serum js 
elevated or normal. Too early or too rapid administra. 
tion can be expected to give rise to hyperpotassemia, 
with its attendant dangers. It has been our practice to 
start administration of potassium approximately fou; 
hours after the initiation of therapy, provided that the 
output of urine is satisfactory. By then, almost unj- 
formly, the concentration of potassium in the serum has 
decreased significantly. Although we do not employ glu- 
cose in the early hours of treatment, nevertheless, the 
fall in serum potassium during that period has been ob. 
served repeatedly. 

There is wide difference of opinion and practice con- 
cerning methods of administration of potassium to pa- 
tients who are recovering from diabetic acidosis. This is 
understandable. There is no way of estimating with any 
precision the magnitude of the deficits that are to be 
corrected nor the rate at which the previously sustained 
losses can be replaced safely. Certainly, in some cases, 
the cells are avid for potassium, so that amounts may be 
retained that are far in excess of what would be neces- 
sary merely to elevate the concentration of potassium in 
extracellular fluid from a low level to a normal level. 
This is illustrated by the work of Danowski and asso- 
ciates,° who found retention of large amounts of the 
administered potassium in a study of seven patients dur- 
ing recovery from diabetic acidosis. The amounts re- 
tained varied from 108 to 450 mEq. in periods of 22 to 
37 hours; however, since the deficit of potassium may 
vary widely in different cases, and since the hazards of 
hyperpotassemia are impressive, we at present adminis- 
ter potassium at a conservative rate of approximately 20 
to 25 mEq. per hour. The total amount administered up 
to the time when sufficient clinical improvement permits 
stopping intravenous administration of fluid often does 
not exceed 100 mEq. If necessary, the level of the serum 
potassium can be determined by flame photometry at 
any time during treatment, or it can be estimated from 
the electrocardiogram. As already indicated, the former 
method is preferable. Since deficiency of potassium is 
associated with deficiency of phosphorus, both sub- 
stances can be supplied in the form of a buffered solu- 
tion of potassium phosphate. At present we are employ- 
ing an aqueous solution containing 2.0 gm. of dibasic 
potassium phosphate and 0.4 gm. of monobasic potas- 
sium phosphate in each 5 cc. ampul.* This provides 
25.89 mEq. of potassium and a mixture of monohydro- 
gen and dihydrogen phosphate (14.4 mM. of phos- 
phate). The contents of one ampul are added to what- 
ever fluid is being administered intravenously at the 
time, and the rate of flow is adjusted to permit injection 
of potassium and phosphate at the desired rate. This 
preparation is preferable to potassium chloride, since 
the latter may provide an unwanted amount of chloride 
along with the wanted amount of potassium. 


PHOSPHORUS DEFICIENCY 

The behavior of potassium in diabetic acidosis is 
paralleled in many respects by that of phosphorus. 
Large quantities of phosphorus are lost by urinary ex- 
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cretion in the course of acidosis. The losses are chiefly 
from cells in which the concentration and total amount 
of phosphorus are far greater than in the extracellular 
fluid. Guest and Rapoport’ measured the amount of 
phosphorus lost from the erythrocytes of children in dia- 
betic acidosis and the rate of recovery following treat- 
ment. The losses were great, and, unless phosphorus 
was supplied as a part of replacement therapy, recovery 
took as long as several days after correction of acidosis. 
As a consequence of withdrawal of phosphorus from 
cells into a diminishing volume of extracellular fluid at 
a time when renal excretion of phosphorus may be fail- 
ing because of dehydration and circulatory impairment, 
the concentration of phosphorus in the serum prior to 
treatment is usually greater than normal. With treat- 
ment, unless phosphate is administered, a striking de- 
crease occurs in the concentration of inorganic phos- 
phate in the blood serum. As a rule, the decrease is 
proportionately greater than that of potassium. Data ob- 
tained in eight cases are shown in figure 2. Prior to 
treatment the values were slightly to moderately higher 
than normal, and after several hours of treatment the 
values were uniformly low. The decrease in serum phos- 
phorus is due in part to dilution as the extracellular fluid 
is replenished, in part to continued or augmented excre- 
tion of phosphorus in the urine as renal function im- 
proves, and in part to participation of phosphorus in the 
reassembling of cellular constituents. 

Effects—Unlike hypopotassemia, the clinical im- 
plications of the hypophosphatemia that occurs during 
recovery from diabetic acidosis are not known. Altera- 
tions of cellular function attributable to phosphorus de- 
ficiency, although they may well exist, have not yet been 
recognized. Whether or not depletion of phosphorus 
ever plays an important role in the fatal outcome of dia- 
betic coma is not known. Franks and associates * have 
presented some evidence that mortality was less than ex- 
pected in a group of cases in which phosphorus was em- 
ployed in therapy. 

Treatment.—Although any possible advantages of 
replenishment of phosphorus stores early in the treat- 
ment of diabetic acidosis have not yet been established, 
the deficiency of phosphorus is of such large magnitude 
that it would seem desirable to correct it. As indicated 
in the discussion of potassium deficiency, both potas- 
sium and phosphate may be supplied at a rate of about 
20 to 25 mEq. per hour in the form of a buffered solu- 
tion of monobasic and dibasic potassium phosphate. 
Administration may be started approximately four hours 
after the initiation of treatment for diabetic acidosis. 
The amount of phosphorus thus supplied is probably 
small relative to the deficit, but an ample intake of 
phosphorus is assured later when the patient starts to 
eat, 

CHLORIDE EXCESS DURING TREATMENT 

During the development of diabetic acidosis chloride, 
as well as sodium, is lost in large quantities in the urine 
and in some cases in emesis. As a consequence, before 
treatment there is a deficit of chloride, which varies 
widely in magnitude in different cases. In spite of the 
over-all deficit, the concentration of chloride in the ex- 
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tracellular fluid, as measured in blood serum, may be 
low, normal, or elevated (fig. 3). This depends on a 
number of factors, including the relative rates of loss of 
water and chloride during the development of dehydra- 
tion and the amount of water shifted from the intracellu- 
lar to the extracellular spaces as a consequence of the 
osmotic activity of the elevated concentration of glucose 
in the extracellular fluid. In any case, since the volume 
of extracellular fluid is markedly shrunken, a normal or 
elevated concentration of chloride does not indicate the 
absence of deficiency. 

Loss of sodium chloride is a prominent factor in the 
dehydration, vascular collapse, renal insufficiency, and 
coma that characterize severe diabetic acidosis, and re- 
placement is imperative. While this is being done, it is 
desirable to maintain the concentration of chloride in 
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Fig. 3.—Serum chlorides before and during treatment of diabetic acido- 
sis in 70 cases. In each case, the highest value during treatment is 
charted. In some cases two equally high values are charted. 


the extracellular fluid somewhere near normal. If hyper- 
chloremia is permitted to develop because of administra- 
tion of excess amounts of chloride ion, correction of 
acidosis will be delayed, for the serum bicarbonate will 
be displaced by chloride as well as by ketone acids and 
other accumulated anions. In extreme cases, after sev- 
eral hours of vigorous treatment, acidosis that initially 
was due chiefly to accumulation of excessive amounts 
of ketone acids may be replaced by acidosis due to ac- 
cumulation of excessive amounts of chloride (so-called 
chloride acidosis). The persistence of acidosis prolongs 
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hyperpnea unnecessarily and may interfere with the ac- 
tion of insulin.’ An avoidable disadvantage is thereby 
imposed on an ill patient. How great a disadvantage 
chloride acidosis may be is difficult to estimate. Danow- 
ski, Winkler, and Peters *° found no statistical evidence 
in their cases that levels of serum chloride as high as 
120.7 mEq. during treatment of diabetic acidosis in 
adults were harmful. Nevertheless, hyperchloremia is an 
avoidable abnormal state, which theoretically might 
have iil-effects. 

The avoidance of hyperchloremia during treatment 
requires that the rate of administration of chloride 
should not exceed the ability of the kidneys to dispose 
of excess amounts. Hyperchloremia is not likely to de- 
velop if the concentration of chloride in the replacement 
fluid does not exceed its normal concentration in the ex- 
tracellular fluid, which is approximately 100 mEq. per 
liter. Isotonic sodium chloride solutions are distinctly 
unphysiological with respect to their content of chloride, 
which is approximately 150 mEq. per liter. A compari- 
son of the highest values for serum chloride in two 
groups of cases, in one of which replacement fluid was 
an isotonic solution of sodium chloride and in the other 
a solution containing 105 mEq. of chloride per liter, is 
shown in figure 3. The solution employed in these cases 
was planned by Dr. Alexander Leaf and was made by 
mixing 700 cc. of isotonic solution of sodium chloride 
(150 mEq. of sodium chloride per liter), 50 cc. of a 
molar solution of sodium lactate, and 250 cc. of distilled 
water. This solution contains approximately 155 mEq. 
of sodium per liter. Hypertonicity with respect to so- 
dium and some uncertainty about the rate of disposal of 
lactate are possible objections for this solution. A solu- 
tion that may be preferable can be prepared by mixing 
650 cc. of isotonic solution of sodium chloride, 50 cc. 
of a solution containing 44.6 mEq. each of sodium 
and bicarbonate (obtainable in sterile ampuls), and 
300 ce. of distilled water. This solution contains 142 
mEq. of sodium and 97.5 mEq. of chloride per liter. 
As might be anticipated, hyperchloremia of significant 
degree occurred in a high proportion of the cases in 
which the administered solution contained 150 mEq. of 
chloride per liter and rarely in the cases in which the 
the solution contained 105 mEq. per liter. 

It can be argued that acidosis, if it persists owing to 
hyperchloremia during treatment with isotonic solution 
of sodium chloride or to continued ketonemia or both, 
can be quickly corrected by the simple expedient of ad- 
ministering additional sodium in the form of sodium lac- 
tate or sodium bicarbonate. However, administration of 
excessive amounts of sodium may cause the extracellular 
fluid to become hypertonic with respect to sodium, and 
the entrance of excessive amounts of this ion into potas- 
sium-depleted cells, with consequent interference with 
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cellular function, may thereby be encouraged. It seems 
preferable to lessen the likelihood of need for large ex- 
cesses of sodium by restricting the administration of 
chloride sufficiently to prevent the development of hy- 
perchloremia. : 
REPLACEMENT OF FLUID 

Certain considerations in fluid replacement deserve 
brief mention. The loss of water may be extreme, 
amounting to 10% or more of body weight. Clinically, 
severe dehydration is a conspicuous feature. The meta- 
bolic data of Butler and associates * suggest that the cells 
sustain a relatively greater loss of water than does the 
extracelluiar space. This is explainable in part by the 
hypertonicity of the extracellular fluid resulting from 
accumulation of glucose. Replacement of lost water is 
obviously necessary for correction of shock, if this exists, 
and restoration of renal function. 

Since the extent of the loss of water differs in each case, 
methods for restoration of losses cannot be reduced to 
fixed rules; however, certain basic principles can be ap- 
plied as necessary to meet the needs of the individual 
patient. Because of the large volume that must be sup- 
plied and the relative slowness with which subcutane- 
ously administered fluid becomes available to the body 
as a whole, we administer all parenteral fluids intra- 
venously. As a rule, the first 1 or 2 liters can be given 
rapidly, even to patients presenting evidence of circu- 
latory failure, for this is usually related more to depletion 
of salt with severe contraction of the volume of extra- 
cellular fluid than to myocardial failure. Subsequently, 
administration of fluid may proceed more slowly. Even 
though the total deficit of fluid may be large, replacement 
of the fluid can usually be accomplished with safety in 
the first 12 to 24 hours of treatment. When the patient is 
ready to accept liquids by mouth, water, fruit juice, 
soups, and soft drinks are given and any deficit that 
remains is thereby corrected. 


Certain considerations concerning the electrolyte 
composition of the fluid administered at different stages 
of treatment have already been discussed. It should be 
pointed out, however, that a solution that contains so- 
dium and chloride in approximately the same concen- 
trations as these ions exist in the extracellular fluid 
provides no extra water for formation of urine. When the 
electrolyte content of such a solution is increased by 
addition of potassium and phosphate, its deficiencies with 
respect to water are accentuated. The use of such a fluid, 
together with insulin, is designed to restore normal acid- 
base compositions to the extracellular and intracellular 
fluids as promptly as is possible. Administration of water 
for the formation of urine, either by mouth or in the form 
of 5% solution of glucose by vein, is deferred until later. 
Others prefer to administer hypotonic solutions from the 
beginning of treatment, which will simultaneously re- 
place antecedent losses of water and electrolytes and 
provide water for formation of urine. We are not aware 
of any data that indicate whether this procedure has 
significant theoretical or practical advantage over the 
other. 


As administration of fluids proceeds, other problems 
may present themselves. Fluid and other treatment may 
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fail to prevent or correct circulatory collapse, with its 
attendant danger. As Howard '' has pointed out, esti- 
mations Of the hematocrit reading before treatment and 
periodically during the early hours of treatment may help 
in the early recognition of shock, or the lack of response 
of existing shock to treatment. Failure of the cell volume 
to fall S to 10% in the first few hours of treatment with 
adequate amounts of intravenous fluid and electrolytes 
indicates that the desired dilution of the blood is not 
occurring because too much of the administered fluid is 
leaving the circulation. Transfusions of plasma or whole 
blood may help to correct this serious situation. 

The possibility of overhydration must receive con- 
sideration. This is not likely to occur in the first few 
hours of treatment, provided that the electrolyte com- 
position of the fluids administered is such that extra- 
cellular hypertonicity is not intensified. Later, however, 
attention to certain signs will help to avert serious over- 
hydration; namely, rales indicative of moisture in the 
bases of the lungs, a low output of urine in spite of ad- 
ministration of a large volume of fluid, a low hematocrit 
reading, and a rising venous pressure. When (or before ) 
such signs make their appearance, the rate of adminis- 
tration of fluid should be diminished or administration 
should be stopped entirely until diuresis begins. 
























THERAPEUTIC FAULTS 
Some of the points that have been discussed can be 
recapitulated by describing the changes in the chemical 
composition of the blood of a 15-year-old child weigh- 
ing 38.6 kg. during treatment for severe diabetic acido- 
sis in 1941. At that time the points just discussed had 
not been appreciated. Although the child recovered, 
there were, in retrospect, a number of faults in the quan- 
tities of water and electrolytes that were administered. 
The early treatment included the intravenous adminis- 
tration of 4,600 cc. of fluid (3,100 cc. of isotonic solu- 
tion of sodium chloride, 500 cc. of 5% solution of 
sodium bicarbonate, and 1,000 cc. of 5% solution of 
glucose). In addition, in the first 24 hours, 1,500 gm. 
of orange juice and 400 gm. of milk were taken by 
mouth. The total intake of sodium was 769 mEq. and 
that of chloride was 479 mEq. These amounts of water, 
sodium, and chloride were far in excess of Butler’s '” 
estimates of the amounts necessary for repair and main- 
tenance in the first 24 hours. The excretion of 381 mEq. 
of sodium and 280 mEq. of chloride in the urine in the 
24 hours following initiation of therapy emphasizes that 
excessive amounts were administered. 


The excesses and deficiencies of fluid and electrolyte 
therapy in this case were reflected, in part, in certain 
abnormalities of the serum electrolytes induced by treat- 
ment (fig. 4). After two and a half hours of treatment, 
owing to rapid administration of 2 liters of isotonic solu- 
tion of sodium chloride, the value for serum chloride 
was 115.1 mEq. per liter, representing a fairly marked 
hyperchloremia. Partly because of this, the concentra- 
tion of serum bicarbonate had decreased slightly, to 3.8 
mEq. per liter, the pH of venous serum had fallen from 
7.20 to 7.08, and air hunger was accentuated. 
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After four and a half hours of treatment, approxi- 
mately the same degree of hyperchloremia persisted, but 
the concentration of serum bicarbonate had risen to 8.5 
mEq. per liter and the pH to 7.47 owing to the intro- 
duction of another abnormality, namely, electrolyte 
hypertonicity associated with a serum sodium of 150.4 
mEq. per liter following the intravenous injection of 
500 cc. of a 5% solution of sodium bicarbonate. In the 
meantime, there had been a slight decrease in serum 
potassium to 3.95 mEq. per liter and little change in 
the degree of ketonemia. 

After seven hours the situation, chemically speaking, 
was improved in some respects and made worse in 
others. The levels of serum sodium and chloride both 
remained elevated, the values now being 151.3 and 
117.6 mEq. per liter, respectively. Thanks chiefly to a 
decrease in the concentration of ketone acids in the 
serum, the serum bicarbonate had increased to 13.8 
mEq. per liter. If the concentration of serum chloride 
had been normal at this point, that of serum bicarbonate 
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Fig. 4.—Changes in the concentration of certain electrolytes of the 
extracellular fluid. as measured in blood serum, in a 15-year-old girl dur- 
ing treatment of diabetic acidosis. 


would have been considerably higher. The value for 
serum potassium was 3.6 mEq. per liter, only slightly 
below normal, perhaps because by this time some potas- 
sium had been ingested in the form of milk and orange 
juice. Intravenous administration of fluids was stopped 
after seven hours. Twenty-three hours after initiation of 
therapy, the chemical situation, in so far as it was meas- 
ured, was almost normal, the only residual abnormality 
being mild ketonemia. Serum inorganic phosphate was 
not measured in this case. 

In spite of the abnormalities of electrolyte metabolism 
that were induced by treatment, the child recovered. 
A short duration of acidosis, the absence of complica- 
tions, good kidneys, the unplanned ingestion of certain 
needed electrolytes in milk and orange juice, and the 
administration of adequate amounts of insulin all helped 
her to overcome the disadvantage of initial replacement 
therapy, which was far from ideal. If the patient had 
been older, or if the acidosis had been of longer dura- 





12. Butler, A. M.: Medical Progress: Diabetic Coma, New England J. 
Med. 243: 648-659 (Oct. 26) 1950. 








976 ELECTROLYTE METABOLISM—SPRAGUE AND POWER 


tion or of greater intensity, or if a complicating illness 
had been present, the disadvantages of the therapy em- 
ployed might have made the difference between recovery 
and death. The data are presented for the purpose of 
emphasizing certain avoidable chemical abnormalities 
that may be induced by treatment and that almost cer- 
tainly are of clinical importance in cases of critical dia- 


betic acidosis. 
COMMENT 


Severe diabetic acidosis is an urgent condition that 
calls for prompt and skillful utilization of the latest 
available knowledge. Important among the advances in 
recent years is an appreciation of the electrolyte deficits 
that characterize the condition, and that must be cor- 
rected with approximate accuracy to avert a fatal out- 
come in an occasional case. Diabetic acidosis is some- 
thing more than a state of insulin deficiency, salt deple- 
tion, and dehydration. Losses of certain predominantly 
cellular constituents also may be of considerable im- 
portance. This is already well established in the case of 
potassium and also may be true with respect to phos- 
phorus, magnesium, and possibly other materials that 
have not as yet been studied in detail. 

The question of early administration of glucose is 
pertinent to the problems of electrolyte and water me- 
tabolism in diabetic acidosis. On theoretical grounds, it 
appears that glucose, if given in sufficient quantity to 
maintain hyperglycemia and consequently extracellular 
hypertonicity, may result in harm because it may pre- 
vent the cells from getting back their lost water. On the 
other hand, if glucose is not given in sufficient quantity 
to maintain the blood sugar at a high level, much of the 
theoretical advantage of its administration, namely, ac- 
celeration of glucose utilization, is lost. Later in treat- 
ment, when a supply of electrolyte-free water may be 
desirable to promote formation of urine, solutions of 
glucose can and must be used if oral intake is not possi- 
ble. Fortunately, by this time the blood sugar usually is 
down, if adequate doses of insulin have been used, and 
cellular dehydration has been at least partly corrected. 

While we have limited our remarks to questions of 
electrolyte and water metabolism in the treatment of 
diabetic acidosis, it goes without saying that other as- 
pects of therapy also are important. The patient, as well 
as his disturbed chemistry, must be cared for by every 
means that may contribute to recovery. Early in treat- 
ment, insulin must be administered in doses that will 
give a maximal insulin effect. It seems preferable to err 
on the side of too large doses rather than too small, pro- 
vided that one is alert to the possibility of hypoglycemia. 

It is true that most patients will recover from dia- 
betic acidosis, as they have for many years, without 
precise attention to deficiencies of potassium and phos- 
phorus or to the finer details of salt and water replace- 
ment. This, however, is not sufficient reason for the phy- 
sician’s ignoring these aspects of treatment, for there is 
no reliable way of separating the majority of patients for 
whom these aspects are unimportant from the minority 
of patients for whom they are of vital importance. 

It should be recognized also that the most skillful 
management of diabetic acidosis from all points of view 
will not eliminate all deaths. There will continue to be a 











J.A.M.A., March 21, 1953 


small number of irretrievably ill patients who will die 
in diabetic acidosis or soon after its correction, in Spite 
of expert treatment. If present day knowledge of treat. 
ment is skillfully applied, this group should be made up, 
for the most part, of patients who arrive at the hospital] 
in irreversible shock or with severe complicating illness, 
such as infection, hypertension, or myocardial infarc. 
tion. 
SUMMARY 

Certain theoretical and practical aspects of the losses 
of water and electrolytes that occur during diabetic aci- 
dosis are considered. Reasonably accurate replacement 
of these losses may reduce mortality. It now is well es- 
tablished that failure to supply potassium in therapy 
may be an occasional cause of death. The clinical im- 
plications of uncorrected depletion of phosphorus are 
notas well understood as are those of depletion of potas- 
sium, but the phosphorus deficit may be of such large 
magnitude as to suggest that its correction is desirable. 
The use of isotonic solutions of sodium chloride to re- 
place lost sodium and chloride frequently results in 
hyperchloremia, which may be undesirable because it 
delays the correction of acidosis. Solutions containing 
105 mEq. or less of chloride per liter are preferable. Ac- 
curate replacement of losses of water and electrolytes, 
while advantageous, cannot be expected to prevent 
some fatalities among patients who are in irreversible 
shock or who have serious complicating illnesses. 





Current Status of Isoniazid——A previous report of this com- 
mittee mentioned the use of isoniazid in the treatment of 
tuberculosis and called attention to the fact that isoniazid- 
resistant tubercle bacilli appeared rapidly when this drug was 
used alone. Subsequent studies have confirmed this observa- 
tion. Other studies suggest that the emergence of isoniazid- 
resistant strains of tubercle bacilli may be prevented or de- 
layed by the concurrent administration of streptomycin or 
p-aminosalicylic acid (PAS) or both. For these reasons, patients 
should not be treated with isoniazid alone. Further studies 
are needed to determine which combination of drugs will be 
most effective. In the meantime, if isoniazid is used, strepto- 
mycin or PAS or both should be given concurrently. 

This committee is collecting reports of toxic reactions to 
isoniazid. Preliminary data emphasize the frequency of central 
nervous system effects, some of which are serious. The re- 
actions vary from simple hyperreflexia to acute psychoses of 
the manic type. These reactions occur more frequently in pa- 
tients with previous cerebral disease and idiopathic epilepsy. 
There is some experimental evidence that they might be pre- 
vented by the concurrent administration of phenobarbital. 
Allergic reactions have also been reported and may be mani- 
fested as dermatitis, chills and fever, purpura, arthralgia, or 
asthma. Albuminuria and microhematuria have been common, 
but not serious. Hepatic damage has been detected in only a 
few instances. No serious blood dyscrasia has yet been re- 
ported. 

Iproniazid appears to be even more toxic than isoniazid and 
is still available for experimental use only. 

In view of the toxicity of isoniazid and the uncertainty 
about the control of isoniazid-resistant strains of tubercle 
bacilli, this committee still recommends the use of strepto- 
mycin two or three days a week and PAS several times a day 
as the chemotherapy of choice in the treatment of most pa- 
tients with tuberculosis—Report of Committee on Therapy, 
American Trudeau Society, The American Review of Tuber- 
culosis, February, 1953. 
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EXCESSIVE SURGERY IN 


STUDY OF SURGICAL PROCEDURES 
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IN 50 WOMEN WITH HYSTERIA AND 190 CONTROLS 


Mandel E. Cohen, M.D., Boston, Eli Robins, M.D., St. Louis, 
James J. Purtell, M.D.,+ Milwaukee, Martha W. Altmann, Boston 


and 


Duncan E. Reid, M.D., Boston 


Hysteria (iorépa) was described in antiquity as a dis- 
ease of women, and the disordered uterus was considered 
by Hippocrates,’ Galen,? Aretaeus,* and Celsus * to be 
the source of the illness or its symptoms. Weir Mitchell ° 
described the clinical features of hysteria in women in 
the United States. More recently, its characteristic fea- 
tures as it occurs in women in New England in the 20th 
century were described,® as determined by observations 
made in this laboratory. The present study was under- 
taken to test a clinical impression that women with 
hysteria ° undergo an excessive number of surgical pro- 
cedures. A number of writers’ have commented on 
excessive surgery in women referred to as neurotic or 
psychoneurotic or as having “chronic nervous exhaus- 
tion.” Janet,’ the great student of hysteria, commented 
on the “number of bellies cut open for phantom tumors 

. and women made barren for pretended ovarian 
tumors” in hysteria. 

The purposes of this study were as follows: (1) to 
determine whether New England women with hysteria 
have had an excessive number of surgical procedures as 
compared with healthy and other sick control subjects; 
(2) to determine whether an excess of surgical procedures 
occurs in all “neurotic” women or whether a comparison 
between anxiety neurosis and hysteria would reveal that 
such excess is limited to hysteria; (3) to describe the 
kinds of surgical procedures done in hysterical women; 
(4) to use the data of the study as a possible basis for 
understanding diagnostic difficulties and errors in this 
complex field; and (5) to call attention to the need for 
proper diagnosis and management of hysteria and for 
accurate diagnosis of conditions involved that necessitate 
surgical treatment. 

A practical clinical description of hysteria has been 
previously presented.* Briefly, hysteria is not merely 
emotional instability or “hysterics,” but it is an en- 
tity with recognizable clinical characteristics, affecting 
women almost exclusively, which has its onset between 
the ages of 15 and 35, usually at about age 19. Its chief 
features are listed in table 1. Note especially in table 1 
the abdominal and gynecologic symptoms that may lead 
to surgical intervention. 


METHOD AND MATERIAL 


Observations were made in 50 consecutive patients 
with hysteria, and these were compared with observations 
in relevant control subjects. The hysteria patients were 
all observed in the diagnostic hospital. Most lived in cities 
with a population of over 5,000, and most were house- 
wives or clerical or professional workers. In no case was 
a patient excluded from the study because she lacked a 
history of surgical treatment. In no case was a person 
excluded from the control groups because of a history 


of many operations. An excessive number of operations 
thus was not an indispensable requisite for the diagnosis 
of hysteria or for inclusion in the series; detailed criteria 
for inclusion have been described.° 

In addition to the usual clinical examinations and 
laboratory tests,° a questionnaire containing 106 items 
was administered to the patients.* Special information 
was obtained concerning the patient’s hospitalizations 
and surgical procedures, including the name of the hos- 
pital, the year of the hospitalization or operation, the 
reason for it, the length of stay, and an estimate as to 
whether there was a reason for the hospitalization or 
operation other than the patient’s hysteria. Surgical pro- 
cedures were listed as major or minor. Major operations 
included all those in which a part of the body was re- 
moved or a cavity of the body was entered or those in 
which surgery seemed extensive. Minor operations in- 
cluded such procedures as sinus puncture and extraction 
of more than three teeth at one time and some of the 
more formidable diagnostic procedures, such as cystos- 
copy and myelography. Besides listing the type of oper- 
ation, the patient was asked to describe the symptoms 
that led to the operation, operative details, complications, 
and the postoperative course. Finally, an estimate was 
made of whether the patient’s difficulties were better, 
worse, or unchanged following operation. Letters were 
sent to hospitals and individual surgeons for further 
information about these surgical events. 





+ Dr. Purtell died on June 10, 1949. 

This work was supported by a research grant from the Medical Depart- 
ment, United States Army. 

Read before the Section on Obstetrics and Gynecology at the 10Ist 
Annual Session of the American Medical Association, Chicago, June 12, 
1952. 
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Because of space limitations, tables 4 and 5 and some of the biblio- 
graphic references have been omitted from THE JouRNAL and will appear 
in the authors’ reprints and in a special report (Neurocirculatory Asthenia, 
Anxiety Neurosis and Allied States, Interim Report no. 9, United States 
Department of the Army, Office of the Surgeon General, 1952). 
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The mean number of operations for each hysteria 
patient was calculated and was compared with the num- 
ber of operations in control groups. Control subjects of 
comparable age included 50 healthy women who were 
working in industry, 38 consecutive hospitalized women 


TABLE i.—General Features and Characteristic Symptoms of 
Hysteria * 


General Features Symptoms 





Occurrence Head 
Sex: women Headaches 
Onset: ages 10-30 Dizziness 
Medical History * Blindness 
Always sickly Neck 
Excessive drugs Aphonia 
Excessive hospitalizations Lump in throat 
Excessive surgery Chest 
Obseure complaints Dyspnea 
Manner Palpitation 
Friendly Pain 
Overtalkative Abdomen 
Pain 
Vomiting 
Nausea 


Constipation 
Genitourinary System 
Urinary retention 
Dysmenorrhea 
Menstrual lapses 
Excessive menstrual bleeding 
Frigidity 
Dyspareunia 
Vomiting during pregnancy 
for 9 mo. 
Nervous System 
Back pain 
Limb pain 
Paralyses 
Nervousness 
Tranees 
* The quantitative data on which this table is based were presented 
elsew here.” 


in their postpartum period, and 30 medically ill women 
who were hospitalized in the same private clinic as were 
the hysteria patients. In addition, 72 patients with anxiety 
neurosis (neurocirculatory asthenia, neurasthenia, or 
nervous exhaustion) '’ were used as a control group. 


TABLE 2.—Comparison of Average Number of Surgical Proce- 
dures in Hysteria Patients with That in Healthy Control 
Patients, Patients with Anxiety Neurosis, and 


Medically Ill Control Patients 
Mean 
No. of 
Opera- 
Mean tions 
No.of per Per- 
Opera- son and 


Mean tions per 1,000 
No. of Age, per Person- 
Group Patients Sex ze, Patient Years 

Ns ci cawitatnatice nek 5O F 37.5 3.8 101.0 
Healthy (working women).. 50 F 37.5 1.2 35.0 
Healthy (postpartum)...... 88 F 29.9 1.4° 36.0 
Anxiety neurosis............. 72 F 46.6 Ew 32.7 
EY MPiieatabteeve secu 30 F 43.8 1.9* 50.9 


* Adjusted to same mean age; actual means were 1.1, 1.7, and 2.0, 
respectively; statistical calculations were done on the actual means. 

Significance ratios for mean number of operations per person are as 
follows: hysteria patients vs. healthy (working) women, 5.3; vs. medically 
ill women, 3.3; and vs. anxiety neurosis patients, 3.7. The significance 
ratios for number of operations, mean per person and per 1,000 person- 
years are as follows: hysteria patients vs. healthy (working) women, 5.4; 
vs. healthy women in postpartum period, 7.1; vs. medically ill women, 3.5; 
and vs. anxiety neurosis patierits, 5.5. Thus, the excess of surgical pro- 
cedures in hysteria is statistically significant in all comparisons, the odds 
greatly exceeding 20 to 1. 


In a previous paper it was pointed out that hysteria in 
the civilian population seems to occur either exclusively 
or predominantly in women; however, there is another 
disorder in men, sometimes labeled hysteria, “conversion 





10c. Ross, T. A.: The Common Neuroses: Their Treatment by Psycho- 
therapy, New York, Longmans Green and Company, 1923. 

11. Robins, E.; Purtell, J. J.,. and Cohen, M. E.: “Hysteria” in Men: 
A Study of 38 Male Patients so Diagnosed and 194 Control Subjects, 
New England J. Med. 246: 677 (May 1) 1952. 
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reaction,” or “compensation neurosis,” which is seen jn 
veterans, in service hospitals, and in association with 
compensation and lawsuit problems. Thirty-eight such 
male patients with “hysteria” were observed to determine 
whether there was an excessive number of operations in 
these patients as compared with healthy men and as 
compared with women with hysteria." 

The mean number of operations per person, per person 
in 1,000 years, and per 100 person-years per decade 
were calculated, and the differences were analyzed by 
standard statistical methods,’ a significance ratio = 2, 
corresponding to odds of about 20 to 1, being accepted 
as indicating a statistically valid difference.** 


RESULTS 


Number of Surgical Procedures in Hysteria.—The 
data (tables 2, 3, and 4 and fig. 1, 2, and 3) show that 
the number of operations in patients with hysteria was 


TABLE 3.—Comparison of Frequency of Major Surgical Proce- 
dures in Hysteria Patients and Control Subjects 


Control Patients 





Hysteria ———~— 
Patients Healthy Ill 
Bes ie is usa oecadiewaseceabaon 50 50 30 
Rate per 100 Patients * 
Operation _ ) —s< 
Gynecologic operations t <. mo 24 57 
Mixed operations ~ ..... . ¢ 4 14 20 
Dilation and curettage 70 6 30 
Appendectomy .... 68 28 47 
Tonsillectomy ....... 58 50 57 
Oophorectomy ...... 4s & 10 
Salpingectomy ....... : , ae 32 10 7 
OE SE OTT ETD 24 6 7 
Sterilizing surgical procedures prior to 
MO DS ccvscevevccecoscccececsscescouce 20 0 7 
I circ nes caeea dine siuwdede te 18 0 0 
SID vo cen cs nncccsccecees 16 0 7 
I IE Siro oO vecctesecencachoes 14 4 0 
Er 14 0 17 
Hemorrhoidectomy ................... 12 0 7 
4 Scns nt op neuen den bane 8 2 0 
PED caaudds <i ctnyriondenedoucoste 4 2 3 
Spinal fusion ...... 4 0 0 
Sealenotomy ...... 4 0 0 
Nephrectomy ...... : 2 0 0 
IN Fadi dada dd dbedninsigriens virion 2 0 0 
2 0 0 


I a eek 


* The rate includes (1) any operation on that organ, (2) a reoperation 
on that organ, and (3) an operation on that organ done as part of an 
operation involving several organs. Bilateral organs, e. g., Ovaries, are 
considered as one organ in these calculations. 

+ Gynecologic operations = operations involving ovaries, tubes, uterus, 
or vagina. 

t Mixed operations = operations involving more than one organ. 


greater than the number in the control patients. The 
mean number of major surgical procedures in hysteria 
patients was 3.8 per patient as compared with 1.2 per 
person in healthy control subjects of identical mean age; 
the 50 hysteria patients had 190 major operations as 
compared with 59 major operations in the 50 healthy 
control patients. Another group of healthy controls, 38 
women in their postpartum period, showed an average 
rate of 1.1 operations. (This control group obviously 
excluded women who had had sterilizing operations; an 
estimated one or two such procedures at most would have 
been expected in a comparable nonpuerperal group, a 
statistically unimportant adjustment.) Hysteria patients 
had more operations than even hospitalized medically ill 
patients, who averaged two operations. This difference 
was striking, since the medically ill patients often had 
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illnesses that necessitated surgery. The calculation based 
on 1,000 person-years ‘** makes even more apparent the 
difference in incidence of operations between hysteria 
patients and control patients (table 2). The hysteria pa- 
tients had about three times as many operations as did 
the healthy control patients and twice as many as did 
the medically ill control patients. All these data show 
that an excessive number of major surgical procedures 
are done in hysteria patients. 

Number of Surgical Procedures in Anxiety Neurosis.— 
Table 2 shows that women with anxiety neurosis (neur- 
asthenia or neurocirculatory asthenia) have no greater 
number of surgical procedures than do healthy control 
subjects. On the basis of 1,000 person-years, their rate is 
32.7 operations as compared with 35 in healthy persons. 
They have only one-third the rate of operations of pa- 
tients with hysteria. This shows that excessive surgery 
does not occur in all neurotic women '* (a group com- 
prising largely neurasthenic and hysteria patients) but 
only in those with hysteria. 


HYSTERIA 
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Fig. 1.—Comparison of incidence of major operations in hysteria patients 
with that in medically ill and healthy control subjects. 








Frequency of Different Kinds of Operations.—Gyne- 
cologic operations were prominent in hysteria; 43.7% of 
all operative procedures involved at least one structure 
of the reproductive system. Appendectomy was promi- 
nent in hysteria, having been done in 68% of the patients 
(table 3). Tonsillectomy occurred no more frequently 
than in the control patients and apparently has no special 
importance in hysteria. Abdominal adhesiotomy, uterine 
suspension, nephropexy, spinal fusion, scalenotomy, 
coccygectomy, and laminectomy all had been performed 
in hysteria patients, the first two with frequencies of 18% 
and 16%, respectively; these operations had not occurred 
in any of the healthy control patients (table 3). 
Patients with hysteria had a total of 166 gynecologic 
procedures per 100 patients as compared with 24 in 
healthy control patients and 57 in medically ill control pa- 
tients. Dilation and curettage occurred 35 times in the 
group of 50 hysteria patients; the procedure was done at 
least once in 28% of the hysteria patients as compared 
with 6% of the healthy control patients. Hysterectomy 
was done in 24% of the patients with hysteria, as com- 
pared with 6% and 7% of the subjects in the two control 
groups. Uterine suspension was done in 16% of the 
hysteria patients and never in the healthy control sub- 
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jects. Operations on ovaries and tubes were common 
(tables 3 and 4 and fig. 3). The amount and nature of 
gynecologic surgery was such that, by age 25, 8% of the 
women with hysteria were rendered sterile, by age 30, 
12%, by age 35, 20%, and by age 40, 30%, as com- 
pared with none by age 35 and 2% by age 40 in the 
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Fig. 2.—Comparison of incidence of operations per person by age 
decades in hysteria patients and healthy control subjects. 


control groups. More than one organ was subjected to 
surgery in 43% of the gynecologic operations, amounting 
to 36 mixed operations. 

The term “mixed operations” denotes an operation in 
which more than one organ was involved. In hysteria 
patients, 22% of all operations performed were mixed, 
as compared with 12% of the operations in healthy con- 
trol patients and 10% in sick control patients. [n 42% 
of the hysteria patients appendectomy was the only 
operation done at the time, but in the other 26% who had 
appendectomies, some other operation was done at the 
same time. The mixed operations reflect principally the 
high number of mixed gynecologic operations, since 36 
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Fig. 3.—Comparison of number and location of major surgical pro- 
cedures in 50 hysteria patients and 50 healthy control subjects. By weight, 
it can be calculated that the mass of organs removed in hysteria patients 
is more than three times that in control subjects. This represents a modern 
“gibeath ha-araloth” (Joshua 5: 2). 


of 42 mixed operations in hysteria patients involved at 
least one genital organ, whereas 6 of 7 in healthy control 
patients and 5 of 6 in sick control patients did so. 
Frequency of Operations in Individual Patients.— 
Only a few hysteria patients (22% ) had only one or no 
operations, in contrast to 72% of the healthy subjects. 
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There is sharper contrast in the data for four or more 
operations: 42% of hysteria patients had four or more 
operations as compared to only 4% of healthy control 
patients and 13% of medically ill patients. Ten per cent 
of the hysteria patients reported no operations, indicating 
that a history of excessive surgery is not an indispensable 
part of the diagnosis. The observation that almost half 
the hysteria patients had four or more operations and the 
control patients seldom had that many is striking. 


Symptoms Leading to Operations in Hysteria.—Pa- 
tients described variously the symptoms that led to 
operation. Some characteristic statements are as follows: 


Appendectomy: “On Easter Sunday . . severe attack of 
pain . . . lost consciousness, ran away from hospital and had 
to be brought back by two policemen . . . operated on because 
of spells and abdominal pain.” “I had my appendix out at 14; 
I had spells (fainting spells) just like I had now; I had backache 
and vomited all the time.” “I threw up blood and had pain in 
my back.” “I had a great deal of trouble with my stomach. . . 
hyperacidity . . . burns like hot coal trying to burn its way 
right through . . . vomiting spells . . . abdominal laparotomy 

. . appendix was ready to burst . . . a constriction of the 
stomach was removed . . . something was done to the gall- 
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Fig. 4.—Age decade of onset of hysteria in 50 women. 


Abdominal Adhesiotomy: After appendectomy, nausea and 
vomiting occurred whenever this patient ate anything. Explora- 
tory laparotomy was done, with removal of an ovarian cyst “the 
size of an orange” and lysis of abdominal adhesions. Following 
the operation, the patient was well for about a week and then 
had a recurrence of vomiting, abdominal pain, and urinary 
symptoms. 

Hysterectomy: This patient had persistent back and abdominal 
pain for 13 years and had an appendectomy and two uterine 
suspensions for these symptoms. Hysterectomy was done for the 
same symptoms. “I had pressure on my intestines and did not 
want to go out. I went blind the day before the operation.” 

Tooth Extractions: “At age 18 I felt electricity traveling 
through my teeth and had them all out.” “Had all teeth removed 
to cure my arthritis and neuralgia.” 

Nephropexy: “Suffered from pain in the right side and back 
for five years. Had an oophorectomy for this, then a panhysterec- 
tomy,” then the physicians “put my right kidney in place.” Since 
this was done the condition has become worse, with the pain 
spreading down the knee and hip on the treated side. 

Scalenotomy Followed by Laminectomy: “Standing in front 
of the mirror . . . sharp pain in my neck . . . went down into 
the arm. . . to the hospital . . . told it was a subluxation. . . 
he pulled my head down and I blacked out. Then I wore a dog 
collar for a while. I refused to stay in the hospital.” This patient 





*In a 15 year follow-up study of hysteria in children by one of the 
authors (E. R.) there were five authenticated cases of hysteria in 51,311 
pediatric admissions (St. Louis Children’s Hospital); all were girls, none 
were admitted before age 10, and two had apparent onset before age 10. 
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was treated with traction, massage, and heat, but the pain per- 
sisted; she decided not to go through with plans for marriage, 
and has been ill ever since. The pain was “so severe that I just 
could not walk; could not move even; felt as if I had a pressure 
there.” The patient had the muscles of the neck cut, but this did 
not help, and she had intraspinal injections of vitamin B, and 
vitamin Be, which gave no relief, and then a cervical laminec- 
tomy. 


Relation of Age to Frequency of Operations.—Hys- 
teria patients had more operations for each decade of 
life, except the first, than did the healthy or sick control 
patients (fig. 1 and 2). The hysteria patient’s operative 
rate first rises above that of normal persons in the decade 
from age 11 to 20, which corresponds to the mean age 
of onset of hysteria (fig. 4). Thus, excessive surgery is 
not in evidence before age 10, when hysteria is rarely 
seen.” The excess of operations in hysteria is maximal 
during the period from ages 20 through 50 and seems 
lower after age 50. The maximum excess of surgery is 
noted in the 10 years from ages 21 to 30, the patients 
averaging 1.58 operations for that decade (fig. 2). The 
data further suggest that the tendency in hysteria to have 
excessive surgery persists into later years. Whether the 
drop in rate in the last decade studied is real or apparent 
and whether it suggests a lessening of severity of hysteria 
in later life is not answered by the data. If the data were 
adequate to show that the slight drop in rate is significant, 
it would not be clear whether this reflects a relative 
reluctance of surgeons to operate on older persons or a 
relative paucity of remaining removable organs. In figure 
4 it can be seen that the onset of hysteria is rare before 
age 10 or after age 30. This fact is useful in differential 
diagnosis; the diagnosis of hysteria in children or in 
patients with apparent onset in old age is apt to be wrong. 
The data suggest that after the first decade of life, hys- 
teria patients have in each succeeding decade more 
surgical procedures than do healthy or medically ill 
persons, with the maximum rate occurring between ages 
20 and 30. 


Frequency of Minor Operations.—Various minor 
operations and some of the more complex manipulative 
diagnostic procedures were considered together and were 
tabulated apart from the major surgical procedures. The 
examiners believed that’ major procedures were recalled 
more accurately than minor ones. The latter were be- 
lieved, however, to constitute an incomplete but relatively 
conclusive sample. The minor operations and diagnostic 
procedures noted and the number of times they occurred 
in 50 hysteria patients and 50 healthy control subjects 
were as follows: cystoscopy: 38 hysteria patients and 2 
control patients; extraction of more than three teeth at 
one time: 21 hysteria and 5 control; myelogram: 4 
hysteria and 0 control; incision and drainage: 3 hysteria 
and 2 control; sinus puncture: 3 hysteria and 1 control; 
urethral dilation: 3 hysteria and 0 control; excision of 
subcutaneous node: 2 hysteria and 0 control; bartho- 
linian abscess excision: 2 hysteria and 1 control; body 
cast applied: 2 hysteria and 0 control; proctoscopy: 1 
hysteria and 1 control; nasal turbinates cauterized: 1 
hysteria and 0 control; radium treatment: 1 hysteria and 
0 control; rectum stretched: 1 hysteria and O control; 
sinus cyst removed: 1 hysteria and 0 control; vaginal 
growth removed: 1 hysteria and 0 control; myringotomy: 
0 hysteria and 2 control. 
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The totals for each group, on a basis of 50 cases each, 
were: 99 procedures in hysterical patients; 15 in healthy 
control patients, and 53 in medically ill control patients. 
The data showed that hysteria patients had many more 
minor operations and complex manipulative diagnostic 
procedures than did healthy control patients and even 
more than sick patients in whom such procedures were 
indicated. 

Surgical Procedures in Men with “Hysteria.” — 
Studies have been carried out to determine whether 
men with “hysteria” (compensation neurosis) have an 
excess of surgical procedures. Of 38 men with “hysteria” 
studied by Robins and co-workers,'** 6 had four or more 
operations as compared with 2 of 39 control subjects. 
This difference is not significant statistically; in four of 
the patients, however, the operations seemed nonindi- 
cated and related to the neurosis. The mean number of 
major Operations per man in the “hysteria” group was 
1.6 as compared with 1.3 in healthy men; for minor 
operations, it was 0.8 in the “hysteria” group as compared 
with 1.2 in healthy men. Men with “hysteria” did not 
show a significant excess of surgery as compared with the 
control subjects. This seems to be one of many differ- 
ences between this condition and the hysteria that occurs 
in women." 


NECESSITY OF OPERATIONS IN HYSTERIA 


It was felt that the question of whether all the oper- 
ations done in hysteria patients were indicated could not 
be answered retrospectively with absolute certainty. 
Nevertheless, each hospitalization, each minor operation 
or diagnostic procedure, and each major surgical pro- 
cedure was classified according to whether we felt that 
it was “indicated,” “not indicated,” or “done for symp- 
toms of hysteria” or that we had “no opinion” about it.° 
Of minor operations and diagnostic procedures, 75% 
were classified as not indicated in hysteria patients as 
compared to none in both control groups; 15% were 
classified as indicated in hysteria patients and 100% 
were so classified in the two control groups. The number 
of indicated minor operations and diagnostic procedures 
was almost identical in both groups, 16 in the hysteria 
group and 15 in the healthy control group. Twenty-two 
per cent of major operations were classified as “indi- 
cated” in patients with hysteria as compared with 75% 
in healthy control patients (working women) and 80% 
in medically ill control subjects. Major operations classi- 
fied as “not indicated” constituted 69% of those in 
hysteria patients, 8% of those in healthy persons, and 
5% of those in medically ill persons. The healthy control 
subjects had a total of 47 indicated operations and the 
hysteria patients, 45 indicated major operations. 

It was concluded that the number of indicated oper- 
ations, minor and major, were the same for hysteria 
patients and healthy control patients, suggesting that 
hysteria does not lead to disease requiring surgical treat- 
ment or protect against it. In contrast to both hysteria 
patients and healthy control subjects, the medically ill 
patients showed a higher rate of indicated major and 
minor surgery, with 80 major procedures and 53 minor 
procedures, calculated on a basis of 50 patients, indi- 
cated. The “not indicated” surgery, as estimated by the 
crude methods of this study, was impressively high in 
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hysteria; the “indicated” surgery was, however, identical 
in amount with that of healthy control subjects, suggest- 
ing that hysteria patients have as much disease necessi- 
tating surgery, as do healthy control subjects. 

The data of this study were not adequate to determine 
conclusively whether these operations helped the hysteria 
patients. The patients’ stories of symptoms leading to 
operation and symptoms following operation were so 
difficult to evaluate that they left in doubt the specific 
effects of a given operation in a given patient. Further- 
more, since these patients were still ill from hysteria, it 
was Clear that, at least in this sample of hysteria patients, 
selected on the basis of sufficiently poor health to lead 
to hospitalization, surgery had not been curative or 
especially helpful. 


COMPARISON WITH OTHER SERIES 


The incidence of surgical procedures as studied in 
population samples by Selwyn Collins ** shows that at 
least six factors are related to the number of surgical 
procedures performed: (1) sex, (2) age, (3) calendar 
year, (4) size of community, (5) income, and (6) 
occupation. Striking maximum differences found are as 
follows: Women had 60% more operations than men 


‘during the age period from 30 to 34 years. Surgical rates 


for 1949 were 21% higher than the rates for 1945, the 
rate in largest cities was 53% higher than that in most 
rural areas. The highest income group (over $5,000 per 
year) had 82% more operations than the lowest income 
group (under $1,000); housewives and clerical and 
professional workers had 111% more operations than 
skilled, semi-skilled, and unskilled workers. There were 
no crucial data showing (1) whether the highest rate 
groups actually have more disease requiring surgical 
treatment, (2) whether the highest rate groups have an 
excess of surgery, or (3) whether the lowest rate groups 
are neglected surgically. 

All the rates in our study, both in hysteria patients and 
in control subjects, were higher than the average reported 
by Collins for each decade of life. It will be noted, how- 
ever, that the characteristics of the various groups re- 
ported here (table 5) were those of the higher surgical 
rate groups. Since the healthy working control patients 
were of a lower income group, a lower surgical rate might 
be expected. The medically ill control patients, post- 
partum control patients, and anxiety neurosis control 
patients were almost exactly comparable to the hysteria 
patients in group characteristics (table 5). The adjusted 
rates for healthy working women and hysteria patients 
would give figures of 2 and 3.8, respectively, still showing 
a highly significant difference (table 5); the possible 
adjustments for the other groups are trivial. Thus it can 
be seen that the striking finding of excessive surgery in 
hysteria patients is not due to the characteristics of the 
groups selected but is related to hysteria itself. 


COMMENT 
The data show clearly that the hysteria patients studied 
had more operations, major and minor, than did the 
control subjects. Janet,* in discussing the problem of 
excess surgery in hysteria in 1907, stated: “Do not try 
to count the number of arms cut off, of muscles of the 
neck incised for cricks, of bones broken for mere cramps, 
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of bellies cut open for phantom tumours, and especially 
of women made barren for pretended ovarian tumours.” 
Despite this admonition, it seems worth while to count 
operations to evaluate the extent of the problem today. 
Janet further stated that “humanity ought indeed to do 
homage to Charcot (1881) for having prevented a greater 
depopulation. These things no doubt have decreased, but 
they are still done every day.” Present day writers state 
about excessive surgery: “Fortunately, the problem is 
not now encountered as frequently as 15 or 20 years 
ago.”'* In the absence of data it is impossible to deter- 
mine whether this decrease actually has taken place; 
there may even have been an increase in its occurrence. 

No evidence is available to suggest that surgical treat- 
ment of hysteria is beneficial. As far back as 1893, 
Zenner '" said, “in practice . . . it has become only too 
fashionable to institute gynecological examination or 
treatment on accoupt of the presence of some nervous 
affection. . . . These efforts might be deemed laudable 
were it not that they also have their shadow side, that 
such measures may injure as well as benefit.” In 1882, 
one physician decried the overemphasis on the con- 
nection between uterine disease and hysteria and on 
gynecologic “instrumentation,” stating that this had led 
to a condition in women of “pessary on the brain”; 
another replied “uterine disease, inflammatory as well as 
others . . . was often the real cause of the worst forms 
of hysteria.””!’ 

A report from this laboratory described a high preva- 
lence of menstrual, sexual, and obstetric symptoms in 
hysteria, but no correlated anatomic or physiological 
studies were done. Taylor '* described patients with 
symptoms resembling those of the patients of this study, 
stating that “congestion and fibrosis” of pelvic organs 
was present in some cases, and he believed that “hysterec- 
tomy is indicated in a few cases of long standing.” '*” 
The data from both studies ‘* are incomplete; it is not 
clear whether the patients actually have the menstrual 
lapses and excesses that they report; further studies, in- 
cluding anatomic, physiological, and endocrine studies, 
are warranted to solve the age-old problems *° in hys- 
teria, its limitation to women,'** and its remarkable 
gynecologic symptoms, and to seek out possible rela- 
tionships to uterine, ovarian, and endocrine function. 
The possibility that the disorder may be hereditary, as 
concluded by Brown *' in a study of the families of 21 
patients with hysteria and 114 control patients, makes 
necessary the search for a fundamental defect in all cases. 

Figure 3 shows that the largest proportion of major 
operations in hysteria involves the abdomen and pelvis, 
which corresponds to the high frequency of gastrointes- 
tinal, menstrual, and sexual symptoms and abdominal 
pains in these women. The chest is singularly spared. This 
may be related to two factors: (1) roentgenographic 
study offers an exceedingly reliable method for accurate 
diagnosis of diseases of the thoracic structures and (2) 
thoracic surgery has only recently been developed. The 
distribution of organs involved corresponds closely to 
that in other reports.*? 

The type of operation in which the patient is operated 
on for “appendicitis” and an ovary or other pelvic organ 
is removed is revealing. This usually means that the 
appendix was normal, for generally a surgeon does not 
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need or wish to do additional surgery when an acutely in- 
flamed appendix is present. Retrospectively, one may 
assume that such operations have not revealed the cause 
of the chief complaint, since the surgeon explores fur- 
ther. Such surgical treatment is not likely to cure. The 
surgery in this study generally included standard ab- 
dominal and gynecologic operations, such as appendec- 
tomy and hysterectomy. These present-day operations 
have replaced those of the past, such as nephropexy or 
viceropexy for dropped organs and coccygectomy. It is 
the concern of the authors that neurosurgical procedures, 
such as nerve block, presacral neurectomy, tractotomy, 
and even frontal lobotomy, especially if done for the re- 
lief of pain in hysteria, diagnosed or undiagnosed, may be 
the excessive surgery of the future. These procedures 
have not been proved to be of help in hysterical pain; 
sometimes they seem to add new complications, leading 
to further surgical procedures. Furthermore, untreated 
morphine addiction may doom ahead of time the success 
of such pain-relieving operations. Unnecessary surgery 
in hysteria has followed the neuraxis from stem to stern; 
frontal lobotomy at the anterior tip of the nervous sys- 
tem may soon rival the classical operation for amputation 
of the coccyx. Frontal lobotomy may lead to tragic com- 
plications.** 

The literature refers to the high rate of surgery in 
“psychoneurotic” patients.’ This study shows that hys- 
teria alone of the common illnesses referred to as “neu- 
roses” accounts for this rate. Anxiety neurosis did not 
lead to excessive surgery (table 2) nor did “compensa- 
tion neurosis,”'' “psychoneurosis,” nor “psychological 
invalidism” in an ill-defined group of patients (1.2 major 
operations ).** Thus if the patient does not have hysteria, 
as described in table 1, then the idea that the abdominal 
or pelvic pain is “neurotic” should be questioned seri- 
ously. Also, it should be remembered that hysteria pa- 
tients are not immune to conditions that require surgery. 


CAUSE OF HYSTERIA AND EXCESSIVE SURGERY 


The cause of hysteria is still unknown. Some of the 
present-day theories ** give sexual explanations and in- 
voke repression of sexual “drives” and “sexual im- 
pulses”** as causes of hysteria; these have no more basis 
in fact than did the ancient theories about the uterus and 
its “risings,” the “repression of menses,” or the “reten- 
tion of sperm.”*° Both schools of thought are highly 
speculative, have little basis in proved fact, and perhaps 
confuse symptoms of illness with its cause. It would be 
inappropriate and would accomplish little to discuss in 
detail here the many theories and speculations concern- 
ing the etiology of hysteria. 

The speculative approach has also attempted to ex- 
plain away excessive surgery and places, without proof, 
the responsibility on “masochism” in the women and 
“sadism” in the surgeons.*’ (Stedman’s Medical Diction- 
ary ** defines “masochism” as a “form of perversion in 
which sexual pleasure is heightened when one is . . : mal- 
treated at the hands of the other party,” and “sadism” as 
a “form of sexual perversion in which the subject finds 
pleasure in inflicting severe pain upon his victim.” ) Ex- 
planations such as the following one have been offered: 
“... also she obtains by this painful means (i. e. surgery) 
the longed-for and coveted penis. Later I shall indicate 
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how the surgical operation serves as a castration, a taking 
away Of the penis, but in the case just cited it was clear 
that the surgical operation served also as a means of ob- 
taining a penis.”’**¢ It is not clear that such concepts are 
helpful in the diagnosis and management of patients or 
that any explanations should be accepted unless sup- 
ported by adequate observations on a sufficient number 
of cases. Some of these statements and concepts actually 
tend to put the blame for excessive surgery on the pa- 
tients, who “enjoy their operations,”’*** and on the “sadis- 
tic” surgeons; some omnisciently refer to these patients in 
condemnatory terms, on the basis of “psychosomatic” '* 
theories, as “this passive and dependent creature” or 
“unattractive and unintelligent she unconsciously turned 
to illness” or “this passive creature who plays a martyr 
role.” The “wish to suffer” as explanation of excessive 
operations is not supported by any factual study of a 
series of controlled cases. The observations of this study 
show that hysteria patients have more operations, more 
sedatives and opiates, and more nonsurgical hospital- 
izations; in brief, these patients have an excess of all 
kinds of medical care, painful, soothing, and neutral. The 
observations do not support the idea that hysteria patients 
prefer painful procedures. 

It seems unprofitable to blame the patients or the sur- 
geons for excessive surgery, when the remedy may lie in 
sound diagnosis and exact indications for surgery; 
for example, a normal appendix, generously labeled 
“chronic appendicitis” or “healing appendicitis” by a 
pathologist, is hardly an explanation for recurring ab- 
dominal pain, dizziness, fatigue, and dyspareunia. Poyn- 
ton, in 1950, reported ** that of 1,013 cases of clinical 
appendicitis only 39% were pathologically verified 
appendicitis; the diagnosis was correct in only one- 
quarter of the women, suggesting that excessive appen- 
dectomy in hysteria may also occur in Australia. From 
Germany comes a report by Knoflach *° of “neurogenic 
appendicitis” in 10% of over 1,000 appendectomies, es- 
pecially noted in “nervous” adult women. Writing on 
“Unnecessary Ovariectomy,” Doyle *' recently decried 
the unnecessary removal of normal ovaries. Uterine sus- 
pension is not indicated for backache and fatigue nor is 
hysterectomy for the relief of abdominal pain, backache, 
dyspareunia, or nervousness. Norman Miller in “Hys- 
terectomy: Therapeutic Necessity or Surgical Racket?”’** 
states: “In 33.1% of the cases [of hysterectomy] there 
was either no disease, or else disease contraindicating 
hysterectomy.” 

DIAGNOSIS OF HYSTERIA 

It is important to know how to diagnose hysteria, for 
only if the patient has good clinical evidence of it may an 
individual symptom be accounted for by hysteria; if the 
patient does not show good evidence of hysteria, then, 
even if the physician cannot explain the symptoms or 
signs, no matter how puzzling, the symptoms should not 
be explained by hysteria. There are three ways today in 
which the diagnosis of hysteria is approached. In the 
opinion of the authors, one method is fairly reliable, the 
other two are not. 

The first method of diagnosing hysteria, and the one 
recommended, is that of thorough clinical evaluation, 
that is, diagnosis based on the history and examination. 
As mentioned, its characteristics have been described in 
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detail ° and are shown in table 1. Consideration of these 
characteristics in sick women is important. The following 
points are reemphasized: Hysteria is usually, if not always, 
a female disease. It rarely begins before age 10 or after 
age 35. It is not monosymptomatic. It has many nervous 
symptoms, as does anxiety neurosis, but, in addition, has 
many others. Because of the fact that the patient may 
give various chief complaints or none at all, it is fre- 
quently impossible to be sure of what brings the patient 
to the physician; menstrual complaints are rarely lacking; 
sexual frigidity or dyspareunia are common; urinary re- 
tention occurs but not urinary or fecal incontinence. 
A history of having been a sickly child, of losing the voice, 
of having difficulties with special foods, and of vomiting 
throughout all nine months of pregnancy and exaggerated 
stories of past illnesses and past operations are special 
characteristics of hysteria. There are certain signs, more- 
over, that are never explained by uncomplicated hysteria: 
unequal pupils do not appear unless a mydriatic has been 
used; true localized spasm in the abdominal wall is not 
a sign of hysteria, nor is the sign of Babinski; fever and 
hemoptysis do not occur as symptoms of hysteria; how- 
ever, especially in medical personnel, these may occur 
as self-induced symptoms. Leukocytosis, abnormal 
spinal fluid, or increased bilirubinemia do not occur in 
hysteria. If the patient does have hysteria, this still does 
not prove that any individual symptom is based on hys- 
teria; however, if the patient lacks the clinical picture de- 
scribed above and in table 1, it may be said with confi- 
dence that the patient does not have hysteria. 

The second method, the “discrepancies method,” as- 
sumes that if the symptoms are perplexing, the illness 
undiagnosed, or the phenomena atypical, then the pa- 
tient must have hysteria. Deplorable consequences have 
resulted from basing the diagnosis of hysteria on “dis- 
crepancies” when positive clinical features (table 1) 
were absent; however, in a patient found to have positive 
features of hysteria, the “discrepancies method” might 
be useful in deciding whether a symptom, for example, 
a pain or paralysis, is due to hysteria or to something else. 
The other method, if it can be called a method, the 
“psychodynamic etiologic” approach, assumes that if the 
patient has worries, problems, conflicts, or disappoint- 
ments or if some special “complex” or “psychodynamics” 
are present, then the patient’s diagnosis must be hysteria, 
or if they are lacking then the patient does not have 
hysteria. Unfortunately, much of human life is synony- 
mous with worries and troubles; they are almost universal 
and thus nonspecific. There is no proof that hysteria is a 
psychogenic disease and no reliable way as yet to as- 
sess the relation of problems and conflicts to the cause of 
disease. The authors believe that this diagnostic approach 
has no scientific basis and has led to many clinical errors. 
Projective psychological tests, such as the Rorschach and 
“thematic apperception” tests, or narcosynthesis, are 
merely extensions of the unproved “psychodynamic” 


. approach; the usefulness of psychological tests in the 


diagnosis of hysteria is not established.** 

This paper places emphasis on the patients with hys- 
teria who have received unnecessary operations. Physi- 
cians, surgeons, and psychiatrists should be reminded, 





27c. Menninger, K. A.: Polysurgery and Polysurgical Addiction, Psycho- 
analyt. Quart. 3: 173 (April) 1934. 
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however, that the reverse happens. A patient may be 
diagnosed as having hysteria, anxiety neurosis, or “psy- 
chosomatic illness” when the patient has an illness that 
urgently requires medical or surgical treatment, and the 
patient may even go to her death under a mistaken diag- 
nosis of hysteria. Sometimes errors in diagnosis are based 
on the use of the last two methods described; sometimes 
on original, intuitive, or impromptu diagnostic criteria, 
such as “the patient is superior to her husband” or is “a 
medical student’s sister,” to cite two actual examples in 
which such criteria led to serious errors. The authors have 
seen patients with brain tumors, meningococcus menin- 
gitis, intestinal obstruction, tetanus, cancer of the esoph- 
agus, cancer of the stomach, uterine cancer, typhoid 
fever, pernicious vomiting of pregnancy, chorioepithe- 
lioma, postpartum sagittal sinus thrombosis, normal 


TABLE 6.—Summary of Reports of Condition of Hysteria 
Patients Following Various Psychiatric Procedures 


Condition of 


Patients 
- . cater mene 
% Not 
Im- 
proved, 
Worse, 
Length or 
of No. “Thera- 
Follow- of % peutic 
Y Up, Pa- % Im- Fail- 
Procedure Year Yr. tients Cured proved ures” 
Condition at Termination 
of Therapy 
Hospital management, 1937 oe 2 33 54 13 
Hinsie #6 
Freudian psychoanalysis, 1941 os 106 23 42 35 
Knight 36> 
Electrically induced con- 1945, oe 73 37 48 15 
vulsions, Milligan,3*« 1946 
Sands,®*4 and Feldinan 
and co-workers 3° 
Hypnosis, Forel ®t 1902 a 14 64 22 14 
Suggestion plus 1 to 3 1949 ee 100 90 0 10 


interviews, Carter *°s 


Condition after Follow-up 


Period 

Sanitarium management, 1936 4 89 48 26 26 
Carter,®®¢ and Ross 3° 

Outpatient psychother- 1935 3 rh) 0 1 49 
apy, Luff and 
Garrod 3°! 

Hospital management, 1950 Oto4 31 0 61 39 
Cobb 363 

Electrically induced con- 1946 1 20 15 40 45 
vulsions, Sands #64 

Suggestion plus 1 to 3 1949 5 90 73 10 17 


interviews, Carter 9°% 


pregnancy, bacterial endocarditis, polyneuritis, and thy- 
rotoxicosis who have been diagnosed as having hysteria 
or “neurosis” when inadequate criteria of diagnosis were 
used, with disastrous or near disastrous consequences in 
some cases for the patient and embarrassment to the 
physician. The physician should operate when necessary 
and not operate when hysteria explains the symptoms. 
When it is not clear what the diagnosis is or if the patient 
has disease requiring surgical treatment in addition to 
hysteria, then the decision must rest on the good judg- 


ment of the surgeon; if the suspected disorder is life- 





36b. Knight, R. P.: Evaluation of the Results of Psychoanalytic Therapy, 
Am. J. Psychiat. 98: 434 (Nov.) 1941. 

36g. Carter, A. B.: The Prognosis of Certain Hysterical Symptoms, Brit. 
M. J. 1: 1076 (June 18) 1949. 

36i. Luff, M. C., and Garrod, M.: The After-Results of Psychotherapy 
in 500 Adult Cases, Brit. M. J. 2: 54 (July 13) 1935. 

37. Denker, P. G.: Results of Treatment of Psychoneuroses by the 
General Practitioner: A Follow-Up Study of 500 Cases, New York State 
J. Med. 46: 2164 (Oct. 1) 1946. 
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threatening, then it is difficult to avoid surgery, but 
exploratory or pain-relieving surgical treatment can be 
postponed. 

TREATMENT OF HYSTERIA 

After the diagnosis of hysteria is made, what does the 
physician do? Does its management involve a specialist's 
care, or should the physician manage his own cases? 
Sometimes a major problem in hysteria is that the patient 
has too many physicians. We feel that it is important that 
one doctor be responsible, not a committee. What is the 
treatment of choice? Since there is no specific treatment 
or any treatment as yet that “gets at the cause,” it is nec- 
essary to do what seems best at our present state of 
knowledge. The conscientious physician who is not a 
specialist may have been deterred from the idea of caring 
for the patient with hysteria by the claims of some special- 
ists (Freud,*° Fenichel,** Jones,** Rennie *°) who have 
implied that they alone have solved the problem of spe- 
cific and permanent cure of these patients with state- 
ments such as the following one: “the present writer, and 
all others who have investigated the subject, are thus con- 
vinced of the surpassing value of the psychoanalytic 
method in the treatment of hysteria, and would advocate 
the use of it whenever this is possible”**; or statements 
such as the one given by a psychiatrist to general practi- 
tioners that the treatment of hysteria is “out of your 
area.”*> Table 6 summarizes various reports ** of the 
condition of patients with hysteria at the termination of 
various types of psychiatric procedure and also at the 
end of a follow-up period. It shows clearly that reports 
on specialized procedures, such as Freudian psycho- 
analysis *°” and electrically induced convulsions, cer- 
tainly do not support strong therapeutic claims. The best 
results reported are from the simplest method,*® i. e., 
suggestive therapy and a few personal interviews, a 
method usable by any physician. Other psychiatric pro- 
cedures give intermediate results. Other data (Denker *’ 
and Wheeler and co-workers **) also suggest that the 
simplest methods are preferable in the treatment of “‘neu- 
roses” (hysteria and anxiety neurosis). Thus it can be 
seen that the claims that psychoanalytic procedure is indi- 
cated in hysteria were not supported by facts at the time 
they were made,*® and reports now available (Knight,*°” 
Oberndorf,*® and Blumberg *') do not support the impli- 
cations that this procedure is the best treatment for hys- 
teria. The reports are not detailed or exact enough with 
regard to diagnosis and criteria of results of therapy to 
make absolute comparisons possible. 

Various methods and procedures for the treatment of 
hysteria or symptoms like those of hysteria have been in 
vogue from time to time. None of them is supported by 
sound data or adequate follow-up studies, and they need 
not concern the practising physician, except for historical 
broadening and interest. These include hydrotherapy 
(Baruch **), use of double salts of gold as indicated in 
the United States Dispensatory (Richardson **), metal- 
lotherapy, with plates of copper, tin, and zinc (Fraser **), 
asafetida enema (Willoughby *°), Freudian psychoa- 
nalysis (Freud °°), administration of dried corpus luteum 
(Hare *°), ovarian compression,*’ use of an electromag- 
netic battery, with one pole to the occiput and the other 
to the sacrum (Newman **), central galvanization 
(Hutchinson *°), static electricity (Charcot °°), or strong 
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sparks (Wilkinson *'), moral gymnastics (Houston **), 
Christian Science procedure,** seclusion, rest, massage, 
electricity, and full feeding (Mitchell*), use of ether 
(Jacob **), animal magnetism (Bourdin °°), and use of 
thiopental, uncovering of “etiologic psychodynamisms” 
(Grinker and Spiegel °°), and dianetics with “erasure” 
of “basic-basic” and vitamin B, for the “pre-clear” 
(Hubbard *"). 

The various reports and claims concerning therapy 
should not, then, lead the practising physician to feel 
that the more specialized therapies, with which he is not 
familiar, are specifically indicated or that he cannot man- 
age a case of hysteria. The best published results (Car- 
ter °**) and our own clinical experience in practice in 
hospital wards and on the wards of the Boston Lying-in 
Hospital would lead us to recommend, at the present state 
of our knowledge, the principles of treatment of hysteria 
outlined by Carter,*** which can be used by any physi- 
cian and are based on 100 cases with a five year follow- 
up. The general principles of this method of management 
and treatment of hysteria may be summarized as fol- 
lows: 1. The care of the patient should be the responsi- 
bility of one physician. 2. Suggestive therapy should be 
used to restore health. Both direct suggestion (“‘you are 
getting better”) and indirect suggestion (ignore symp- 
toms, remove wheel chair, omit medicines, discontinue 
tests, allow return to work) should be used. The impor- 
tance of suggestion as possibly explaining the origin and 
relief of all symptoms of hysteria has been brought out 
by Sir Arthur Hurst.°* We do not favor use of placebos 
or hypodermic injections of sodium chloride solution as 
suggestive therapy. Placebos are a two-edged sword; 
they may suggest good health or poor health. For ex- 
ample, in a study of cold cures it was shown that the 
placebos suggested relief of symptoms to some patients 
but also suggested side effects and additional symptoms 
in others.°® 3. There should be a few (one to three) 
friendly personal interviews between the patient and phy- 
sician. 4. Unnecessary surgery and drugs and unneces- 
sary prolonged psychiatric treatment should be avoided. 
It is possible that excessive treatment may suggest new 
symptoms and new disability and that prolonged psycho- 
therapy, such as Freudian psychoanalysis, may suggest 
more and new personal and psychological abnormalities, 
just as surgical or neurological procedures may suggest 
new pains and paralyses. 5. The use of unnecessary med- 
ical and psychological terms to the patient and her family 
should be avoided; even the term hysteria should be 
avoided, since it is apt to be misunderstood. 6. The physi- 
cian should be kind to the patient. It must be remembered 
that hysteria is an illness. Such patients should never be 
dismissed as being malingerers and unworthy of further 
medical attention. Whether this type of management, 
which has been reported *** to work so well, would be as 
effective in cases of long duration in which there have al- 
ready been many operations, physicians, and medical 
opinions for many years is not known; a systematic study 
of such cases has never been reported. (Carter suggested 
recently °° that an exception to these principles is his im- 
pression that placebos do have a useful place in the 
treatment of hysteria, for 2 to 4 weeks, under certain 
conditions, such as in a busy outpatient department. ) 
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We suggest that, instead of blaming the excessive 
surgery of hysteria on the patient’s bad character or “‘mas- 
ochism” or on the surgeon’s “sadism,” a more construc- 
tive attitude be adopted. This should result in develop- 
ment and teaching of accurate diagnosis of hysteria, the 
emphasizing of the importance of proved indications for 
surgery, and investigation of the cause and treatment of 
hysteria by good research methods. As in the rest of medi- 
cine, research is required for new knowledge. More work 
must be done to learn about the natural course of the ill- 
ness; more information must be obtained about the 
specific mechanisms of individual symptoms, of sugges- 
tion, of hypnosis, and of suggestive therapy. Planned 
studies with controlled observations and long term fol- 
low-up studies, including studies of therapy, are neces- 
sary before we can have a true understanding of this dis- 
ease and its treatment. 


CONCLUSIONS 

Patients with hysteria undergo a significantly excessive 
number of surgical procedures. The average number of 
major operations for each patient with hysteria was 3.8. 
The average number of major operations in patients 
with hysteria was even significantly higher than that in 
hospitalized sick control subjects, 3.8 as compared 
with 1.9. 

It has been suggested that excessive surgery is char- 
acteristic of the psychoneurotic patient. This study shows 
that this is true of patients with hysteria but not of those 
with anxiety neurosis (neurasthenia or neurocirculatory 
asthenia), the other common psychoneurotic group. 

In New England the excess of surgery at present in- 
volves mainly gynecologic operations, such as dilation 
and curettage, oophorectomy, hysterectomy, and sus- 
pension of the uterus, and appendectomy. Gynecologic 
operations occurred seven times oftener in these patients 
than in control subjects; they rendered one out of three 
of these women sterile before age 40. The predominance 
of gynecologic and abdominal operations is probably 
related to the high frequency of abdominal pain and 
menstrual symptoms in hysteria. Patients with hysteria 
also had more minor surgical procedures and diagnostic 
manipulations than did healthy or sick control subjects. 
The total was 99 for 50 hysteria patients as compared 
with 15 for 50 healthy control subjects. They had twice 
as many procedures of this kind as did hospitalized sick 
control patients. In addition to more operations and, 
accordingly, more hospitalizations for surgery, patients 
with hysteria had significantly more nonsurgical hos- 
pitalizations than did healthy control subjects. Patients 
with hysteria also used sedative drugs and opiates ex- 
cessively as compared with control subjects. 

It has been speculated by various writers, with no valid 
evidence, that excessive surgery in hysteria is due to the 
patient’s wish to suffer, be cut, or be mutilated. Since 
these patients, in addition to having more surgery, have 
more nonsurgical hospitalizations and use more sedative 
drugs and opiates, it seems more reasonable to conclude 
that these patients get more medical attention of all 
kinds, painful, neutral, and soothing. The wish to suffer, 
assuming that such a wish really exists, does not explain 
adequately the excess of various kinds of medical atten- 
tion that hysteria patients get. It has also been speculated 
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that excessive surgery in hysteria is due to surgeons’ 
inherent “sadism.” No valid evidence for such an allega- 
tion has ever been presented. Rather than blame the 
patients and surgeons for the excess of surgery, it seems 
more appropriate to reemphasize the sound teaching of 
precise diagnosis and to have sound criteria for the 
differential diagnosis of hysteria from conditions com- 
monly misdiagnosed as hysteria. In addition to precise 
diagnosis, it is well to adhere to proper indications for 
each surgical procedure. 


The best reported results in the treatment of hysteria 
have not come from either excessive surgical treatment 
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or excessive psychiatric treatment but from management 
by a physician that combined suggestive therapy with a 
few personal interviews. 

Hysteria patients had the same number of indicated 
surgical procedures as did controls, suggesting that 
hysteria does not lead to disease requiring surgical treat- 
ment, nor does it protect against it. It should be empha- 
sized, therefore, that since hysteria does not protect the 
patient from any disease necessitating surgery, when 
surgery is really indicated it should be done whether or 
not hysteria is present. 


Massachusetts General Hospital, Boston 15 (Dr. Cohen). 














OXYTETRACYCLINE IN 


Sulfonamides, penicillin, and aureomycin have been 
used alone and in combination with varying success in 
the treatment of actinomycosis.' Successful therapy of 
one case of orocervical facial actinomycosis with oxy- 
tetracycline (“terramycin”) has been reported previ- 
ously by Zegarelli, Lane, Syrop and Kutscher.* Pulaski * 
has described successful therapy of actinomycosis with 
oxytetracycline. This paper reports the successful treat- 
ment of seven cases of orocervical facial actinomycosis 
with oxytetracycline hydrochloride. 

Seven patients with actinomycosis, aged 13 to 51, six 
males and one female, comprise the group reported. In 
each case the micro-organism Actinomyces bovis was re- 
covered and cultured from a specimen of pus taken from 
the lesion. After routine history, physical examination, 
oral examination, and positive culture of pus from the 
wound by aspiration, oxytetracycline hydrochloride was 
administered orally, 750 mg. to 2,000 mg. per day in 
divided dosages. Medication was maintained for periods 





Oxytetracycline for this study was supplied by Dr. W. Alan Wright 
and Mr. George Penny of Chas. Pfizer & Co., Inc. 

From the Division of Oral Surgery (Dr. Lane) and the Division of 
Research (Dr. Kutscher), Hannah and Harry Posner Research Laboratory, 
School of Dental and Oral Surgery of the Faculty of Medicine, and a 
W. K. Kellogg Foundation Fellow from Costa Rica, Central America’ 
School of Dental and Oral Surgery (Dr. Chaves), Columbia University; 
Assistant Attending Surgeon, Presbyterian Hospital (Dr. Lane). 
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THE TREATMENT OF OROCERVICAL 
FACIAL ACTINOMYCOSIS 


REPORT OF SEVEN CASES 


Stanley L. Lane, M.D., D.D.S., Austin H. Kutscher, D.D.S. 


Rolando Chaves, D.D.S., New York 





of time ranging from two to six weeks. Concomitant hy- 
gienic treatment, in no instances involving any other anti- 
bacterial agent, was carried out as indicated. The exact 
management of each case varied slightly according to the 
course of the disease. 


REPORT OF CASES 


Case 1.—A 37-year-old white man noted dental pain on 
March 11, 1951. Following multiple extractions, there was 
delayed healing. From March 18 to June 11 intraoral swelling 
was present in the region of the lower left first bicuspid tooth. 
Extraoral swelling extended beneath the mandible on the left 
side between the inferior border and the midline. The extraoral 
lesions were observed as two raised, dark reddish masses that 
sometimes became confluent during periods of exacerbation. 
The intraoral swelling was incised, and culture of the pus ob- 
tained revealed an organism having the morphological and 
cultural characteristics of A. bovis. Prior to the patient’s appear- 
ance at our clinic, three injections of penicillin and sulfona- 
mide therapy for one week, from May 10 to May 17, had 
been administered without beneficial result. On June 11 sys- 
temic oxytetracycline hydrochloride therapy, 500 mg. every 
six hours, was instituted and continued without interruption for 
two weeks. There was a steady decrease in the size of the two 
extraoral nodules, each of which became more discrete, much 
smaller, and less red. At the end of two weeks, medication was 
discontinued for 10 days, at which time the nodules appeared 
slightly larger. Oxytetracycline therapy was reinstituted for an 
additional four weeks, during which period the nodules rapidly 
decreased in size and soon were no longer visible or palpable. 
The patient has remained free of disease for 12 months. 

CasE 2.—A 34-year-old white man came to the clinic on 
July 18, 1951, complaining of trismus and swelling over the 
angle of the mandible on the right side of the face. Symptoms 
appeared three weeks after the extraction of a lower right molar 
tooth. The condition subsided following penicillin therapy, 
300,000 units per day for 14 days, and intraoral incision and 
drainage. On Oct. 25, 1951, the swelling recurred over the angle 
of the mandible. On Nov. 5 there was a hard swelling over the 
entire ramus and angle of the mandible extending into the upper 
third of the lateral neck region. One point of fluctuation at the 
angle of the mandible was noted. On incision and drainage 
15 cc. of pus was obtained, culture of which was positive for 
A. bovis. Penicillin, 300,000 units, was administered intramus- 
cularly for 16 days without any improvement. Penicillin therapy 
was discontinued, and oxytetracycline, 500 mg. every six hours, 
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was administered. Within four days the condition improved, 
swelling decreased, pain diminished, and only slight discharge 
was seen. Oxytetracycline therapy was continued. Signs and 
symptoms gradually subsided and cleared completely after 23 
days of oxytetracycline therapy. The patient was without disease 
six months later. 

Case 3.—A 41-year-old white man was seen with a painful 
swelling of the jaw and face of six weeks’ duration. Pain and 
discomfort had been noted over the same region many times 
previously. Intramuscular procaine penicillin was administered, 
300,000 units a day, for two weeks without improvement. Cul- 
ture of an aspiration biopsy specimen was positive for A. bovis. 
Penicillin was discontinued when positive culture for A. bovis 
was reported, and the patient was placed on 500 mg. of oxy- 
tetracycline every six hours. The patient was not seen again, 
however, for eight weeks. On Feb. 29, 1952, the patient re- 
turned for further treatment. The area appeared approximately 
the same as previously. Oxytetracycline was again administered, 
500 mg. every six hours for five weeks. Drainage, swelling, pain, 
and inflammation gradually decreased, and it had disappeared 
entirely by April 4. Three months later the patient was still with- 
out disease. 

CasE 4.—A 51-year-old white man entered the clinic on March 
18, 1951, with a swollen, localized, tender red area over the lower 
right jaw. One month previously the patient had noticed a pain- 
less swelling extending over the right mandibular bicuspid area. 
One week previously the swelling hardened and there was a 
feeling that the area was “dead.” Incision and drainage was 
performed intraorally. Aspiration of pus taken from the external 
swelling showed evidence of A. bovis on culture. Oxytetracycline 
was administered, 500 mg. every six hours. By March 24 the 
swelling was smaller. Oxytetracycline treatment was continued. 
On March 26 the lower right first molar was extracted. By 
March 28 extraoral swelling and drainage had greatly diminished. 
By April 4 the induration had disappeared, and by April 14 the 
condition was completely resolved and oxytetracycline treatment 
was discontinued. As of June 15 the patient’s condition showed 
no evidence of residual disease. 


CasE 5.—A 13-year-old white girl had pain and an extraoral 
indurated swelling beneath the border of the mandible in the 
area of the right first permanent molar of four days’ duration. 
There was typical redness and discoloration of the skin. Incision 
and drainage was performed on June 30, 1952. Culture of pus 
was positive for A. bovis. Oxytetracycline was prescribed, 250 
mg. three times a day. Swelling and drainage rapidly decreased. 
One week later only slight induration remained. The patient was 
asymptomatic within two weeks and was discharged. 

CasE 6.—A 15-year-old Negro boy complained on Feb. 20, 
1952, of painful swelling of the left side of the face of three days’ 
duration. There was a hard nodular raised region located an- 
teriorly to and above the left angle of the mandible. Surrounding 
areas were indurated, especially above and behind the nodular 
mass. Pus was obtained by extraoral aspiration of the lower left 
jaw area. Culture of the specimen was reported positive for 
A. bovis. Oxytetracycline was administered, 400 mg. every six 
hours for six weeks. By Feb. 28 the condition was slightly re- 
lieved. By March 6 the condition was very much improved, and 
by March 13 all signs and symptoms of disease had disappeared 
and the patient was discharged. No evidence of recurrence was 
noted three months later. 

CasE 7.—A 44-year-old white man gave on March 24, 1952, 
a one week history of fluctuant painful swelling of the right side 
of the face. The swelling was in the right submaxillary area and 
extended to the midline. Severe periodontoclasia of the lower 
right third molar was noted. Incision and drainage was per- 
formed, and 400,000 units of penicillin was administered intra- 
muscularly. On March 25 chloramphenicol was administered, 
500 mg. every six hours. The swelling subsided somewhat, but 
induration was still present. By March 27 the size of the swelling 
had decreased considerably, although it was still hard. Chlor- 
amphenicol was continued. On March 28 the lower right third 
molar was extracted. On April 16 the patient returned with 
renewed painful swelling of the lower right jaw. There was a 
fairly large tender indurated mass in the right submaxillary 
region. Intramuscular procaine penicillin, 400,000 units, was 
administered daily for five days without improvement. Penicillin 
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was discontinued, and the patient was returned to therapy with 
chloramphenicol, 500 mg. every six hours. On April 22 the 
swelling was somewhat improved and the patient continued to 
receive chloramphenicol. By May 2 there was some further 
improvement, but the patient had a rash and severe itching of 
the face, which was interpreted as having been caused by chlor- 
amphenicol. Chloramphenicol was discontinued on May 5, and 
external incision and drainage was performed on the abscessed 
lower right third molar area. A culture of pus taken from the 
external incision area was reported to be positive for A. bovis. 
Six weeks later, following only very slight improvement, oxy- 
tetracycline therapy was instituted, 250 mg. every six hours. 
Within two days the condition was much improved. The patient 
continued to take oxytetracycline. Eight days following institu- 
tion of oxytetracycline therapy all symptoms, including the in- 
duration of the right side of the neck, and completely dis- 
appeared. Oxytetracycline was discontinued, and the patient was 
discharged. Four weeks later, the patient was still entirely 
asymptomatic. 
COMMENT 

In each case orocervical facial actinomycosis re- 
sponded well to oxytetracycline hydrochloride therapy. 
An average of 46 gm. of oxytetracycline was adminis- 
tered, the total dosage being given over a period averag- 
ing 24 days. Complete recovery was effected within an 
average of two to three weeks, although dosage was fre- 
quently continued one to three weeks longer. No recur- 
rences or evidences of disease were noted when patients 
were seen 1 to 12 months following discharge. Incision 
and drainage were carried out if indicated, since anti- 
biotics must not be considered a substitute for adequate 
concomitant surgery and hygiene. The average duration 
of history of disease in these cases prior to oxytetracyline 
therapy was five and one-half weeks. Although three 
cases had previously been resistant to penicillin therapy, 
penicillin had been administered prior to positive diag- 
nosis of Actinomycoses bacteria and dosages may have 
been too small for adequate therapy of this disease. No 
toxic reactions to therapy were noted except for mild 
diarrhea persisting for only six days in case 1. Orocer- 
vical facial actinomycosis is commoner than is generally 
realized and should be considered and looked for in sus- 
picious cases. Seven cases have been discovered within 
one year in our routine clinic patients. 


SUMMARY 
Seven proved cases of orocervical facial actinomycosis 
(with isolation and culture of the Actinomyces bovis 
micro-organism ) were treated successfully with oxytetra- 
cycline hydrochloride, 750 mg. to 2,000 mg. daily in di- 
vided dosages for periods of time ranging from two to 
six weeks. All cases have been and are being followed. 
There has been no recurrence to date. 


ADDENDUM 

As of Feb. 4, 1953, follow-ups have been obtained on 
the status of the seven cases reported herein. In six of 
the seven patients, cases 1, 2, 3, 4, 5, 6, follow-ups re- 
vealed the patients were free of disease 18, 13, 9, 8, 6, 
and 10 months, respectively, after their initial dis- 
charge. In case 7, the patient returned eight weeks fol- 
lowing his initial clinic dismissal complaining of tender- 
ness when pressure was applied to the neck. Three 
weeks later, Sept. 18, 1952, the patient had a recur- 
rence of disease in the same area of similar type and 
severity as before. This case, it should be noted, had re- 
ceived during the first episode only eight days of oxy- 
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tetracycline therapy on a dosage regimen of 500 mg. 
four times a day. Oxytetracycline, 500 mg. four times a 
day, was reinstituted. Incision and drainage was per- 
formed. Culture of a specimen of pus was again found 
to be positive for Actinomyces bovis. On Oct. 3, potas- 
sium iodide therapy, 10 drops (later as much as 22 
drops) a day, was administered in addition to the oxy- 
tetracycline. By Oct. 20, only a small amount of indura- 
tion remained about the closed external incision. Oxy- 
tetracycline was discontinued. By Oct. 30 the induration 
was almost all gone. Potassium iodide was discontinued. 
By Nov. 6, almost all evidence of actinomycosis was 
cleared. Three months after his second discharge the 
patient had remained free of disease. 


630 W. 168th St. 





CLINICAL NOTES 








GANGRENE FOLLOWING INTRA-ARTERIAL 
TRANSFUSION 


REPORT OF TWO CASES 


William S. Blakemore, M.D. 
Paul R. Dumke, M.D. : 


and 


Jonathan E. Rhoads, M.D., Philadelphia 


In arecent summary of the literature, Seeley ' discussed 
the clinical indications for the use of intra-arterial blood 
transfusions. Intra-arterial transfusions have been em- 
ployed to an increasing extent by surgeons and anesthe- 
siologists, at times without regard to the hazards involved. 
Anatomic variations of the palmar arches have been re- 
ported. In 2 to 5% of the cases, the radioulnar anasto- 
mosis is not present as a palmar arch.” Varying degrees 
of ischemia and gangrene of the index finger and thumb 
were revealed early in the use of transfusions into the 
radial artery. Two cases of gangrene due to intra-arterial 
transfusion are presented, together with certain precau- 
tions and measures that may be used to minimize the risk 
of this complication. 


Case 1.—A 7-year-old boy with an appromixately 55% third 
degree burn, which occurred at 5:30 p. m. when he slipped into 
a pit of hot ashes at the city dump, was admitted to a nearby 
community hospital. There he was given emergency care con- 
sisting chiefly of 500 cc. of whole blood, meperidine (demerol®) 
hydrochloride, and 1,000 cc. of 5% glucose in water. At 4:30 
a. m., he was in a state of shock and was given 500 cc. of plasma 
into the brachial artery. The artery had been exposed just 
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proximal to the elbow and was ligated distally. He was t: ans. 
ferred to the Hospital of the University of Pennsylvani. a 
10 a. m. The patient was given extensive supportive therapy, ang 
the forearms and hands were treated by the closed method with 
white petrolatum (vaseline®) gauze but without pressure diess. 
ings while the rest of the burned areas were treated by the 
exposure method. Infusions were given into the long saphenous 
vein, which was isolated by incising the eschar anterior to the 
medial malleolus. On the ninth day following the burn, it was 
noted that the left forearm and wrist were gangrenous. Putre. 
faction was controlled by keeping the forearm in ice for several] 
days. On the 16th day (fig. 1) following the burn a guillotine 
amputation was done through the left forearm 5 cm. distal to 
the elbow. The wound healed with some delay. 


The intra-arterial infusion was probably a life-saving 
procedure. If more vigorous intravenous therapy had been 
carried on between the time of admission and 4:30 a.m., 
perhaps intravenous infusion could have been substi- 
tuted for intra-arterial infusion with equal effectiveness. 
Although occlusion of the brachial artery did not neces- 
sarily produce gangrene of the forearm in case 1, the 
increased tissue damage and inadequate collateral circu- 
lation may have served as additional factors to precipitate 
this result. 


CasE 2.—A 45-year-old nurse with ulcerative colitis was 
admitted to the surgical service, Sept. 2, 1951, with a perforation 
of the transverse colon. Operation disclosed an extensive peri- 
tonitis. There was gross fecal contamination, and the colon was 
resected proximal to the sigmoid. A Miller-Abbott tube was left 
in the distal ileum, and the abdomen was drained in several 
places with sump, cigarette, and rubber tube drains. Post- 
operatively, the patient did poorly and had a febrile course with 
a persistent tachycardia. She had many tenacious tracheo- 
bronchial secretions, and an elective tracheotomy was done to 
facilitate aspiration. Although the ileostomy began to function, 
her condition remained poor. After three weeks, she seemed to 
improve slightly, but on Oct. 11, 1951, she became cyanotic and 
hypotensive. Tracheal aspiration revealed a large amount of 
mucus. Oxygen, intravenous fluids, blood, and vasopressor sub- 
stances were administered, and when her blood pressure fell 
further an intraarterial transfusion was started at the left wrist. 
The radial artery was isolated and ligated with a plain no. 000 
catgut ligature. An oblique incision was made across the upper 
half of the exposed artery, and a no. 16 cannula was inserted 
and ligated in place. She was given 2,500 cc. of blood at 90 
mm. Hg pressure; her blood pressure returned to 125/70, and 
her pulse fell from 170 to 104 per minute. Her extremities re- 
mained cold, and the left hand was markedly cyanotic and 
edematous, especially over the thenar eminence and index and 
middie fingers. Using no. 00000 silk, the continuity of the left 
radial artery was reestablished 10 hours after intra-arterial 
transfusion, and 1% procaine was injected about the artery. 
The color and temperature definitely improved, but the area 
remained dusky and edematous. Intravenous therapy was con- 
tinued through a polyethylene catheter inserted through the 
external jugular vein. Her vital signs remained stable for an 
additional 24 hours, when she had another episode of cyanosis 
and hypotension and died. At autopsy, there were multiple intra- 
peritoneal abscesses and gangrene of the distal index finger and 
thumb. 


Intra-arterial transfusion in this instance appeared to 
be of temporary benefit. The ischemia and damage to 
the left hand might have been prevented if the artery had 
been punctured but not ligated. Ischemia of the index 
finger and thumb have been reported previously.* A vari- 
ation in the palmar arch could account for this type of 
injury (fig. 2). These two cases suggest that collateral 
circulation that would ordinarily be adequate may prove 
inadequate in the presence of decreased peripheral cir- 
culation due to shock. 
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_.t present, the use of intra-arterial transfusion at this 
insi:tution is generally reserved for patients in the oper- 
ati’ g room who are undergoing certain major surgical 
pr -edures where catastrophic hemorrhage is likely to 
occur. After testing for evidence of adequate collateral 
cir ulation the radial artery is exposed at the wrist with 
two strands of catgut placed beneath the artery for use 
as retractors. The wound is then loosely covered with 
sterile towels so that it may be quickly exposed. The intra- 
arterial pressure apparatus is made ready for use * and 
placed within easy reach. Should the intra-arterial trans- 
fusion be needed, the distal end of the exposed artery is 
occluded and the artery is punctured with a no. 15 or a 
no. 17 gage needle, which is secured to the skin at the 
wrist by adhesive tape. After transfusion, the needle and 
distal clamp are removed and hemostasis obtained by 
pressure Over the site of puncture. In unusual circum- 
stances, a small piece of absorbable gelatin sponge (gel- 
foam®) may be necessary. The skin edges are approxi- 
mated with interrupted silk sutures. Infiltration about the 
artery with 1% procaine solution aids in preventing local 
spasm.* Special needles for inserting a plastic catheter ° 
have been used with satisfactory results. A tourniquet 
placed distally on the limb can also be used to prevent 
perfusion with undiluted transfusion substances distal to 
the site of puncture. Prolonged transfusion by the arterial 
route is seldom necessary, but in cases where the transfu- 
sion is needed for a period longer than 15 minutes without 
a tourniquet, the arterial circulation distal to the puncture 
site should be intermittently restored to allow oxygenated 
blood to reach these tissues. We believe every attempt 
should be made to preserve the continuity of the vessel. 
Licha ** believes that the vessel should be divided rather 
than ligated in continuity in order to decrease sympa- 
thetic tone distally. 






















Fig. 1 (case 1).—Arm prior to amputation showing gangrene following 
ligation and centripetal transfusion into the left brachial artery. 


In elective cases with satisfactory peripheral circula- 
tion, the circulation in the hand may be pretested by oc- 
clusion of the arterial flow to the elevated hand for several 
minutes. The hand is then lowered while the radial artety 
remains occluded by digital pressure. If a flush appears 
in the medial portion of the hand while the index finger 
and thumb remain pale, it may be evidence of poor col- 
lateral circulation to the radial arterial distribution in the 
lateral portion of the hand. Under such circumstances, 
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the femoral artery may be a better choice.* This test has 
little to offer in cases of emergency when transfusion must 
not be delayed, or when the circulation in the hand has 
been decreased by vasoconstriction and hypotension. 
Centripetal transfusions have been reported harmful to 
patients with a damaged myocardium.’ While mindful 
















radial -- i 

artery } ts 
superficial 2 
volar ~—-- 











Fig. 2.—Variation in the palmar arch (Huber, G. C.: Piersol’s Human 
Anatomy Including Structure and Development and Practical Considera- 
tions, ed. 9, Philadelphia, J. B. Lippincott Company, 1930. p. 785). 


of this possibility, circumstances may make such a risk 
acceptable. Animal experiments * point out the risk of 
cardiac and cerebral damage following overtransfusion. 


SUMMARY 


Two cases of gangrene of the upper extremity that oc- 
curred following intra-arterial transfusion are reported. 
Methods of avoiding this complication and some of the 
other dangers of intra-arterial transfusion are discussed. 


* Since small amounts of air given intra-arterially may be more harmful 
than small amounts given intravenously, air bubbles should be carefully 
removed from the tubing prior to transfusion. 
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7. Holden, W. D.; Cole, J. W., and Portmann, A. F.: Myocardial 
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Rural Practice.—Medical practice in rural areas today is as far 
distant from the old practice of yesteryear as is the modern car 
from the horse and buggy. . . . No man in the country need go 
to seed professionally unless he so wills it through his own lazi- 
ness. All areas have monthly county or district medical meet- 
ings, most of which are built up around scientific programs. 
Hospitals in the area have scientific programs at staff meetings. 
. . . Medical centers have their postgraduate courses and many 
M.D.s in rural areas are members of the Academy of General 
Practice, with its stimulating requirement for membership of at 
least 150 hours of postgraduate study every three years. Last but 
not least, there are your journals and books.—J. R. Rodger, 
M.D., Rural Practice Can Be Fun, Michigan State Medical 
Society Journal, November, 1952, 
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FOREIGN BODY IN THE STOMACH WALL 
SIMULATING A NEOPLASM 


Arkell M. Vaughn, M.D. 
and 


James A. Rooney, M.D., Chicago 


When a patient has vague gastrointestinal symptoms 
that persist unchanged, the surgeon should consider the 
possibility that the patient has ingested a foreign body, 
perhaps without knowing it. The literature on the subject 
reveals many interesting case reports * but a high per- 
centage of error in diagnosis. In the case reported here, 
the diagnosis was delayed until a subtotal gastric re- 
section was performed. 





Fig. 1.—Preoperative roentgenogram of stomach showing no evidence of 
radiopaque object. 


SYMPTOMS AND DIAGNOSIS 
An ingested foreign body may cause no symptoms in 
passage through the alimentary canal. If the foreign body 
is small or blunt, it may pass freely through the gastro- 
intestinal tract, despite the valves. Symptoms appear only 
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when chronic granuloma secondary to irritation of the 
gastric mucosa develops or when perforation is impend- 
ing. 

When the foreign body is blocked at the pyloric area, 
symptoms usually simulate those emanating from duo- 
denal or gallbladder lesions. The patient may complain 
of distention, eructation, dyspepsia, or vague pain. Al- 
though the symptoms may be indefinite, they are constant 
and are unrelieved by medical treatment. Symptoms 
become aggravated when perforation of the stomach wall 
is impending. The symptoms of peritoneal irritation, 
such as pain in the right upper quadrant of the abdomen, 
nausea, and vomiting, may then appear. Such symptoms 
may be indistinguishable from those of peptic ulcer or 
acute cholecystitis. 

The surgeon often lacks the history of ingestion of a 
foreign body. He should keep the possibility of a foreign 
body in mind when patients have symptoms that resemble 
those of peptic ulcer or cholecystitis but are refractory to 
conservative treatment. Many case reports substantiated 
by autopsy findings show that an unsuspected foreign 
body had perforated the intestinal lumen. 

Physical findings are absent, as are symptoms, unless 
the foreign body initiates a focus of chronic irritation. 
Localized pain, tenderness, rebound tenderness, and 
rigidity with elevation of temperature and pulse rate are 
all indications of peritoneal irritation. These physical 
findings are present unchanged while perforation of the 
intestinal lumen is in progress. The physical findings 
closely resemble those presented by forme fruste ulcer. 

Roentgenographic examination of the stomach is of 
value only if the object swallowed is radiopaque, and 
therefore such examination is of limited value in diag- 
nosis because of the many nonopaque objects that may 
be ingested. The number of reports of cases in which 
diagnosis was made by roentgenographic methods is 
much smaller than might be expected. 


TREATMENT 


The treatment of ingested foreign bodies is conserva- 
tive. Henderson and Gaston report that a foreign body 
takes an average of one to seven days to pass through the 
gastrointestinal tract. If it is known that an article has 
been ingested and if the object is radiopaque, it is advis- 
able to follow its progress by roentgenographic examina- 
tion. It is possible to make a suspected or even accurate 
diagnosis by endoscopic methods. Foreign bodies cannot 
be removed with the lens system gastroscope unless the 
instrument has a forceps attachment such as that sug- 
gested by Schindler * for the esophagoscope. 

If a radiopaque object becomes impacted in the 
mucosa of the gastric wall, roentgenographic examina- 
tion will show no change in its position. Symptoms of 
subacute or acute perforation call for exploratory laparo- 
tomy and removal of the foreign body. The foreign body 
may be removed from the lumen of the stomach if it has 
not perforated the wall, in the manner described by 
Greeley,* who passes a Levin tube into the stomach via 
the nose or mouth. When the tube is palpated in the 
gastric lumen, the foreign body is forced into the hollow 
of the Levin tube and aspirated. If the foreign body has 
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a s.arp, pointed, end, it may be stuck into the wall of 
the rubber tubing blindly by palpation. The foreign body 
conies out when the tube is withdrawn, but withdrawal 
of the tube may prove hazardous. The preferred method 
of :anagement is to make an incision in the gastric wall, 
removing the foreign body and repairing with proper 
ascptic technique. 

REPORT OF A CASE 


\ man of Syrian extraction, aged 41, entered Mercy Hospital 
on Feb. 1, 1948. Intermittently, for the preceding year, he had 
had a dull, aching pain in the right upper quadrant of the ab- 
domen. The pain had no relation to his food intake, and it was 
not associated with any other symptoms. The patient was a 
diabetic whose condition for the past four years had been con- 
trolled with 15 units of protamine zinc insulin administered 
daily. He was a well-developed, well-nourished white man, 
weighing 183 Ib. (83 kg.), and he had a healed McBurney incision 
from an appendectomy performed in 1943. His blood pressure 
was 118/78. His liver was palpable one fingerbreadth below the 
costal margin. There was tenderness localized over the right 
upper quadrant on deep palpation. Laboratory studies revealed 
normal blood cell count; normal urine; and serum amylase, 
76 units. A glucose tolerance test was conclusive for diabetes. 
Roentgen examination of the chest gave negative results. On 
this admission, the authors reestablished a diagnosis of diabetes 
mellitus, but they did consider diagnoses of chronic cholecystitis, 
chronic pancreatitis, and chronic peptic ulcer. 

The patient was admitted into Mercy Hospital for the second 
time on March 24, 1948. He complained of fulness in the right 
upper quadrant of the abdomen and pain that was becoming 
more intense. He said that a previous medical drainage of the 
biliary system gave him some symptomatic relief. Physical ex- 
amination showed a slight amount of tenderness in the right 
upper quadrant subcostally and toward the epigastrium. The 
admitting diagnosis was dyskinesia of the gallbladder and chronic 
duodenal ulcer. Laboratory findings were blood cell count 
normal, urine normal, and blood sugar level 153 mg. per 100 cc. 
Roentgenographic examination of the colon revealed a few 
small sigmoid diverticula. Films of the stomach revealed some 
hypertrophy of the gastric rugae. Moderate hyperperistalsis was 
present. An ulcer crater in the duodenal bulb was reported by 
the radiologist. After five hours the stomach was empty. The 
cholecystogram was normal. The patient was discharged from 
the hospital after these diagnostic procedures and was placed on 
a rigid regimen for ulcer management. 

The patient was admitted to Mercy Hospital for the last time 
on July 25, 1948. Although the symptoms were similar to those 
observed at the previous admission, the pain was more intense 
and associated with attacks of nausea and vomiting. The patient 
felt no better after vomiting. The pain that was in the right 
upper quadrant remained constant and radiated to the back. 
There was still no relationship to ingestion of food. The diabetes 
had been adequately controlled, and the patient had gained 5 Ib. 
(2.3 kg.) since the previous admission. Physical examination of 
the abdomen revealed the tenderness as previously described, 
with some rebound tenderness now present. Deep palpation 
increased the pain. Laboratory examination revealed blood cell 
count and urinalysis within normal limits; nonprotein nitrogen, 
38 mg. per 100 cc.; blood sugar 169 mg. per 100 cc.; hippuric 
acid, normal excretion; prothrombin time, 92% of normal. 


The duodenal ulcer, previously described by roentgenographic 
examination, was thought to require surgery, since the patient 
had not improved with adequate medical management and 
the symptoms had persisted. Accordingly, on July 28, 1948, 
laparotomy was performed. At operation the gallbladder was 
found to be normal. In the stomach there was a hard, indurated 
mass, 1% cm. in diameter, on the greater curvature, 3 to 5 cm. 
from the pyloric sphincter. Some hard, small, pea-sized lymph 
nodes were palpated in the gastrocolic omentum. Since no definite 
impression of the lesion could be obtained by palpation of the 
stomach, we made an incision in the anterior wall to visualize 
the interior. A small mound of tissue elevated from the surround- 
ing mucosa was seen on the greater curvature. We considered 
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the possibility that the lesion was a malignant gastric ulcer. One 
of the nodes of the gastrocolic ligament excised for frozen 
section examination was reported by the pathologist to be sus- 
picious for gastric cancer with metastasis to the nodes. A sub- 
total gastric resection with an antecolic short loop jejunal 
anastomosis was performed. This resection was supplemented 
by a bilateral abdominal vagotomy because of the possibility 
that the lesion might eventually prove to be a benign ulcer. The 
patient made an uneventful recovery. 

Pathological examination of the surgical specimen revealed 
an elevated mound, 5 to 8 mm. in diameter, with a central pit- 
like depression. The lesion was on the greater curvature, 2.5 cm. 
from the pyloric sphincter. The gastric wall in this area appeared 
thickened, and a large mass of adipose tissue adhered to the 
serosa. When this area was sectioned, a small pin or wire was 
found penetrating the stomach wall in an oblique fashion. This 
pin was 8 mm. long. Its pointed edges were fairly sharp. The 
anatomic diagnosis was foreign body in the stomach wall, 
localized gastritis with formation of fistulous tract, and chronic 
gastritis and perigastritis. 





Fig. 2.—Roentgenogram of the resected specimen showing radiopaque 
foreign body. 


SUMMARY 


A foreign body lodged in the stomach simulated a 
gastric neoplasm at the time of surgery. The patient said 
he had no knowledge of ingesting the foreign body. Pre- 
operative diagnosis by laboratory methods was inconclu- 
sive. Since adequate medical management did not control 
symptoms, surgery was preformed. Supplementary vagot- 
omy was performed only to reduce gastric acidity in the 
hope of preventing marginal ulcer. The patient has re- 
mained symptom-free. There has been unexplained im- 
provement of his diabetes mellitus for the past four and 
one-half years. It is emphasized that, in the differential 
diagnosis of all gastric lesions, one must consider the 
possibility of a foreign body lodged in the stomach. 


30 N. Michigan Ave. (Dr. Vaughn). 
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LOBECTOMY FOR CONGENITAL CYSTIC 
DISEASE OF THE LUNG 


REPORT OF CASE IN NINE-DAY-OLD INFANT 


C. G. McEachern, M.D. 
R. R. McCoy, M.D. 


and 


J. E. Arata, M.D., Fort Wayne, Ind. 


Congenital cystic disease of the lung was described 
over 300 years ago by Fontanus and was again noted 
by Bartholinus in 1687.’ For the most part, it remained 
a pathological curiosity until the advent of modern tho- 
racic surgery. In 1925, Koontz” reported a case in a 
child 12 days old and gathered 108 other cases from 





Fig. 1.—Roentgenogram taken on the seventh day of life showing the 
air-containing cystic cavities in the right lung pushing the mediastinum to 
the left. 


literature. Although there are reports of over 400 cases 
in the literature, it is not known how many have been 
congenital, for many authors have not differentiated the 
congenital from the acquired type. Few of these pa- 
tients have undergone surgery, and still fewer subjected 
to operation have survived. Fischer and co-workers * 
reported a successful result in a 1-month-old infant. 
Gross ‘ successfully treated by surgery a 3-week-old in- 
fant, and Burnett and Caswell *® performed lobectomy 
on a 15-day-old baby. Potts ° recently performed lobec- 
tomy in a 5-day-old infant for this condition, and the 
patient survived. To our knowledge, this is the youngest 
case successfully treated. 
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It is evident that this is not a rare disease, for in -e- 
cent years the condition has been reported with n- 
creasing frequency and the diagnosis is being mide 
with greater accuracy. There seems to be a need to en- 
phasize this entity in that it is a curable disease if pri p- 
erly treated. Recently, a large cyst was successfully +e- 
moved from the chest of a 9-day-old infant by one of 
us ( C. G. M.). As far as we can determine, this is the 
second youngest infant so treated. 


A 1-week-old white male infant was brought to the hospital 
on Dec. 21, 1950, with a history of increasing dyspnea and 
cyanosis noted on the seventh day after birth. Even under an 
oxygen tent, the infant remained cyanotic and dyspneic. 
Roentgenograms disclosed large, multiple, cystic cavities filling 
the right side of the chest and pushing the heart and medi- 
astinum to the left (fig. 1), compressing the left lung. A diag- 
nosis of congenital cystic disease of the lung was made on 
the basis of the physical examination and the study of the 
roentgenograms. 

On the ninth day of life, Dec. 23, a right thoracotomy 
through the fifth interspace was carried out under intratracheal 
ether and oxygen anesthesia. A large, lobulated, dense cyst filled 
the right pleural cavity and displaced the mediastinum to the 
left. The right upper and middle lobes were atelectatic but 
normal to palpation. The cyst was punctured and a right lower 
lobectomy carried out. The middle and upper lobes then 
expanded normally. A catheter was inserted through the seventh 
interspace for drainage and the chest closed. The infant was 
returned to his room, placed in an oxygenated incubator, and 
the intercostal catheter connected to an underwater seal. The 
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Fig. 2.—Incised right lower lobe revealing the multiloculated cyst. 


infant made an uneventful recovery and was dismissed on the 
16th day. Four weeks later roentgen examination disclosed the 
right upper and middle lobes to be expanded and the medi- 
astinum and heart to be in normal position. 

The pathologist described an air-containing cyst 5 cm. in 
diameter, which occupied the greater part of the lower lobe 
(fig. 2). Microscopic examination revealed that the cyst wall 
was lined by ciliated, columnar epithelium and that there were 
small bronchi in the wall (fig. 3 and 4). 


There are a number of classifications of lung cysts, 
but the one that appeals most to us is that of Moersch 
and Clagett 7 who use the term pulmonary cyst to indi- 
cate all cyst-like structures in the lung regardless of their 
pathogenesis, except those caused by such specific things 
as abscess, tuberculosis, or carcinoma. Pulmonary cysts 
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are either bronchogenic or alveolar. The former are 
ch: racterized by an epithelial lining of cuboidal or col- 
un iar cells, which may or may not be ciliated. The cyst 
wa | usually contains all the bronchial elements. The 
al\ colar cysts, on the other hand, are lined by alveolar 
ce s that are compressed to form a wall. These latter 
cysts are always air-containing. It is often quite difficult 
to determine whether a cyst is congenital or acquired, 


Fig. 3.—Low power view of the specimen revealing the multiloculated 
cyst surrounded by fairly normal pulmonary tissue. 


since a congenital cyst may be affected over a period of 
years by many factors, such as infection, and thus may 
lose some of its original distinguishing characteristics. 
Pulmonary cysts may be located in the lung substance 
or may be near the carina or a main stem bronchus.* 
They are usually single but may be multiple. In 32 of 
38 cases reported by Moersch and Clagett,’ the cysts 
were in a single lobe and thus amenable to removal, 
without interfering seriously with pulmonary function. 

The symptoms may be caused by the size of the cyst 
itself, by infection, and occasionally by hemorrhage. If 
a cyst communicates with a bronchus, there may be a 
ball-valve action and it may enlarge rapidly to fill an 
entire side of the thorax and thus be the cause of severe 
pulmonary embarrassment, as was exemplified in this 
infant. This phenomenon was well described by Ans- 
pach and Wolman.® Should a cyst become infected, 
either spontaneously or through attempts to drain it by 
a needle, as occasionally happens, fever with cough and 
expectoration and occasionally hemorrhage will be the 
presenting complaints. It has often been confused with 
empyema, but, of course, it will not respond to the usual 
treatment for empyema. 

If the cyst is large and air containing, it may resemble 
a pneumothorax. Repeated attempts to treat a cyst by 
aspiration are almost certain to be unsuccessful. Should 
it be fluid containing, it may appear to be an abscess, an 
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empyema cavity, or even a solid intrathoracic tumor.'° 
The most valuable aid in arriving at a diagnosis is roent- 
genography combined with a high index of suspicion. 
Kirklin ** remarks that those containing air are rela- 
tively easy to diagnose, whereas those filled with fluid 
are apt to present more difficulties. Bronchoscopy gen- 
erally has not been of positive value. 

The recognized form of treatment is excision of the 
lesion. Albritten and Templeton stress simple excision 
of the cyst, whereas many others feel lobectomy is the 
treatment uf choice. A point worth considering is the 
fact that not infrequently there are accessory arteries, 
often from the aorta, associated with these cysts. These 
must be avoided lest profuse hemorrhage occur during 
the removal.?* 

SUMMARY 

A case of congenital cystic disease of the lung, in 
which the chief symptoms were severe dyspnea with 
cyanosis, was successfully treated in a 9-day-old infant 
by lobectomy. A brief historical review is presented. 


Fig. 4.—Higher power view of the cyst revealing the ciliated columnar 
epithelium lining the cavity and the smooth muscle in the wall of the cyst. 


The symptomatology, differential diagnosis, pathology, 
and classification are considered. Treatment of this con- 
dition is briefly discussed. 
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ACUTE INFECTIOUS MONONUCLEOSIS AND 
HODGKIN’S DISEASE OCCURRING SIMUL- 
TANEOUSLY IN THE SAME PATIENT 


Franklin C. Massey, M.D., Ardmore, Pa. 
Lowell L. Lane, M.D., Cynwyd, Pa. 


and 


Joseph E. Imbriglia, M.D., Drexel Hill, Pa. 


Acute infectious mononucleosis occurring simultane- 
ously with Hodgkin’s disease in the same patient is a 
unique circumstance. Whether these conditions are re- 
lated basically cannot be determined on the basis of this 
case; it is possible that they occurred coincidentally in 
this patient. 

REPORT OF CASE 

A 20-year-old white female college student became acutely 
ill May 4, 1952, with a transient episode of three to four loose 
stools per day for three or four days. Spontaneously, this con- 
dition cleared up. On May 12, 1952, anorexia, malaise, lethargy, 
generalized myalgia, fatigability, and weakness developed. She 
had a fever of 103 F, followed by a series of chills. Two days 
later the patient vomited once, and at that time physical examina- 
tion revealed a few very small nodes in the anterior cervical 


Results of Serologic Tests * 





Results 
ore ‘ ~ 
Test May 20 May 27 June 2 

EE, (ree. ee ae Negative 
Es pamatehnevekntnared rash cutesse ae, ~esee0s Negative 
EE nbieddoaremeiwatrindeveces 0 ee ee 
Heterophil agglutination.......... 1:224 1:448 1:224 
Heterophil agglutination after 

absorption with guinea pig 

get sy Sed ae eaeenepae 1:224 1:112 1:56 





* Rh positive O blood. 


chain. A slight headache appeared six days after the above com- 
plaints. During the six days intervening between the onset of 
illness and the time she was flown to Philadelphia for hospitaliza- 
tion, there was a loss of 5 Ib. (2,267.9 gm.) of weight. The refer- 
ring diagnosis, based largely on the lymphadenopathy and the 
abnormal chest film, was Hodgkin’s disease. Careful interrogation 
disclosed no significant past history, except possibly the fact that 
both the patient and her classmates noticed that during the 
current academic year she seemed less generally physically fit 
than during the previous year. The patient was allergic to poison 
ivy and had an intolerance for codeine. No other pertinent 
personal historical facts were obtained. The family history was 
not germane. 

Physical examination showed a normally developed slender 
girl with completely normal findings except for several small 
nontender nodes along the anterior and posterior cervical chains. 
There was similar slight bilateral inguinal lymphadenopathy. 

Initial laboratory studies showed the following results: urin- 
alysis, normal, including test for hemosiderin; red blood cell 
count, 3,780,000; and hemoglobin, 11.2 gm. per 100 cc. Moderate 
anisocytosis with slight hypochromia was present. The white 
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blood cell count was 11,400; the differential count showed jp 
percentages: 25 polymorphonuclear neutrophils, 2 band c. (ls, 
30 lymphocytes, 5 monocytes, 30 atypical lymphocytes § 
prolymphocytes, 3 lymphoblasts, 1 erythroblast, and 2 pro. 
erythroblasts. The sedimentation rate (Westergren method) was 
30 mm. per hour. The hematocrit volume was 41%. Other find. 
ings included blood urea nitrogen (normally 10 to 15 mg. per 
100 cc.) 11 mg., serum alkaline phosphatase (normally 1 to 4 





Fig. 1.—A, illustrating left-sided, circumscribed mass in the superior and 
supramediastinal regions of chest. Detailed fluoroscopic and radiographic 
Study failed to provide adequate information to allow separation of the 
neoplasm (N) from the cardiovascular shadows. B, right oblique study 
demonstrating the intimate proximity of the neoplasm (N) to the cardio- 
vascular structures. Note its anterior location. 


units per 100 cc.) 16.8 units, cholesterol (normally 160 to 230 
mg. per 100 cc.) 135 mg., cholesterol esters (normally 100 to 
150 mg. per 100 cc.) 93 mg., cephalin-cholesterol flocculation 
4 plus in 48 hours, thymol flocculation 4 plus in 24 hours, and 
sulfobromophthalein (bromsulphalein®) test 33.5% total reten- 
tion. 

Films of the chest (fig. 1) showed a mass situated anteriorly 
in the superior mediastinum, extending to the left and not entirely 
separable from the left-sided vascular structures. Detailed fluoro- 
scopic, as well as roentgenographic, study failed to resolve satis- 
factorily the nature of this unilateral lesion. It was not until 
angiograms were done that it was possible to determine that the 
mass probably was nonvascular in origin. 

The diagnosis of acute infectious mononucleosis 1 was based 
on the following criteria: (1) the presence of an acute infectious 
illness exhibiting the usual nonspecific symptoms of malaise, 
anorexia, fatigability, and low-grade fever; (2) very slight post- 
occipital lymphadenopathy with a pea-sized, moderately firm, 
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Fig. 2.—Gross specimen immediately after its surgical excision. The 
tissue has been sectioned sagitally and unfolded book-fashion. N designates 
the posterior opposite halves. 


anterior cervical node of such a character as to (presumably) 
preclude satisfactory surgical excision; (3) positive heterophil 
agglutination tests;? (4) positive serologic tests for syphilis in a 
patient in whom historical and clinical evidence of syphilis was 
lacking; and (5) detailed peripheral blood cytological examina- 
tion demonstrating 68% of atypical lymphocytes seen charac- 
teristically with acute infectious mononucleosis, with a paucity 
of eosinophils.* 
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Ordinary fluoroscopic and roentgen study of the chest failed 
to provide convincing evidence of the nature of the lesion. Only 
after angiographic study were we able to separate satisfactorily 
and conclusively the left-sided, anterior, radiodensity from the 
cardiovascular structures. Having established the fact that the 
Jesion was not primarily vascular in origin, differential diagnosis 
was concentrated on the most plausible, unilateral, supra- 
mediastinal entities: dermoid, teratoma, bronchogenic cyst, Q 
fever, sarcoidosis, Hodgkin’s disease, other lymphoblastomas, 
neurogenic tumors, lipoma, and cystic hygroma. Practically, 
probabilities were viewed in this order, and it was agreed that 
no method short of biopsy or excision would provide definitive 
information. 

Thoracotomy with complete excision of the mediastinal mass 
was performed by Dr. Charles P. Bailey. Grossly, (fig. 2) the 
neoplasm was a distinctly circumscribed, yellow-white mass, 
with several smaller similar growths extending cephalad in 
conical fashion in the supramediastinal region. Removal of this 
tissue, shelling readily as it did, was a comparatively easy tech- 
nical task. Histopathological study proved the new growths to 
be typical specimens of Hodgkin’s granuloma. 


SUMMARY 


The multifarious manifestations of acute infectious 
mononucleosis have been reemphasized by our observa- 
tion of this case, which was associated with supramedias- 
tinal Hodgkin’s disease. Schultz,‘ using the Davidsohn 
technique in 1948, reported 16 of 18 heterophil agglu- 
tination tests “diagnostically” positive in six patients 
with Hodgkin’s disease. Differential absorption tests to 
eliminate Forssman antibodies and other factors, how- 
ever, apparently were not performed in this study. Gold- 
man, Fishkin, and Peterson ° determined the heterophil 
antibody reactions of 29 patients with Hodgkin’s disease 
and found 12 reacting negatively, while 17 had titers 
between 1:10 and 1:160 after guinea pig absorption 
examination. Our single, well-substantiated observation 
either documents the remarkable coincidence of acute 
infectious mononucleosis existing simultaneously with 
Hodgkin’s disease or suggests a possible basic relation- 
ship, through some hematological factor, between the 
two lesions. 
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Noise and Health.—Apart from occupational deafness, there is 
very little evidence that noise has a permanent adverse effect on 
physical health. It is recorded that sudden noise increases the 
blood pressure and the pulse and respiration rates, that it de- 
creases the peristaltic contractions of the stomach and intestines 
and the flow of saliva and gastric juices. Noise appears to have 
a light effect on certain visual functions, e. g., colour sensibility, 
and it is considered possible that it may exert some slight effect 
upon other senses. All these effects, however, appear to be 
transient, and man appears to be able to adapt himself to sound 
levels as high as 120 decibels. Adaptation appears complete in a 
short time, but what is the effect of adaptation over a period 
of years? Above an intensity of 120 decibels we arrive in the 
region where the noise stimulus becomes so intense that it can- 
not be perceived as sound, there is a sensation of tickling in the 
ear and as pressure is increased it becomes painful. It has been 
shown that the effects on man of noise of the order of 150 
decibels are: severe but temporary hearing loss; heating of the 
skin; and, at certain frequencies, vibration of the cranial bones 
and eyeballs; and it is suggested that these effects are due to the 
extreme intensity within the audible range and not because of 
ultrasonic frequencies—F. G. Davies, Noise and the Public 
Health, Journal of the Royal Sanitary Institute, January, 1953. 
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CHRONIC PNEUMONITIS SECONDARY TO A 
NONMALIGNANT BRONCHOESOPHAGEAL 
FISTULA 


REPORT OF A CASE 
Ida Levine, M.D., Brooklyn 


The occurrence of a chronic nonmalignant fistula be- 
tween the esophagus and the tracheobronchial tree is a 
rarity, according to recorded medical literature. In in- 
fants, it is usually reported as a congenital anomaly 
associated with esophageal atresia, with a frequency of 
from one in 50,000 newborns to two in 15,000 new- 
borns.' Haight,’ in a 12 year study, saw 63 cases of 
tracheoesophageal fistula with esophageal atresia and 2 
cases of tracheoesophageal fistula without atresia; how- 
ever, he doubted the validity of comparing these two 








Fig. 1.—Chest film taken on Nov. 27, 1951, showing right basal pneu- 
monitis. 


figures, since the diagnosis of fistula without atresia was 
usually confused with “regurgitation due to faulty neuro- 
muscular development” or with “recurring pneumo- 
nias.” In adults, the incidence is not well established 
either. The diagnosis is usually made only during the 
course of a detailed physical examination; it may there- 
fore be overlooked easily. Morton and associates * stated 
that by 1941 Monserrat had collected 670 cases from 
the existing literature, of which 367 were attributed to 
neoplasm, 222 to congenital abnormalities, 41 to infec- 
tion, and 40 to trauma. Coleman and Bunch * found 75 
acquired, nonmalignant fistulas in the 1916-1949 litera- 
ture, of which one-third were caused by trauma and 
another one-third by infection. They did not discuss the 
possibility of a congenital etiology in the adult, although 

From the Brownsville Chest Clinic of the New York City Health 
Department, Bureau of Tuberculosis. 
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others have done so. In the present case, no statement 
can be made regarding the nature of the nonmalignant 
communication since the patient did not allow surgical 
investigation. 

REPORT OF A CASE 


A German-born white man, aged 42, was referred to the 
clinic on Nov. 27, 1951, by his physician. The patient denied 
complaints at this time, and a routine survey chest film was 
taken without further history or physical examination. Since his 
roentgenogram (fig. 1) showed a pneumonitis of indeterminate 
nature at the right base, he was recalled for a complete chest 
examination. 

On Dec. 11, 1951, he returned to the clinic. Persistent ques- 
tioning finally elicited the following history: He had been work- 
ing steadily as a mechanic and did not consider himself ill. He 
had had a chronic cough for at least 20 years and a single speci- 
men of blood-tinged sputum in mid-November. He could not 
recall exactly how his cough began, but it was always produc- 





Fig. 2.—Esophagram two weeks later showing persistence of pneumonitis 
and the bronchoesophageal fistula. 


tive of about 6 oz. of greyish-yellow, nonfoul sputum a day. 
He coughed mostly during mealtimes; he had no difficulty with 
swallowing and no regurgitation of food. He had had no acci- 
dents or serious illnesses other than a single attack of pneumonia 
with hemoptysis in January, 1941. At that time he was hos- 
pitalized for 10 days with a discharge diagnosis of resolving 
pneumonia. His cough had not been affected in any way by this 
pneumonia. 

Physical examination showed a well-developed, well-nour- 
ished man, who presented scattered rhonchi in both lungs and 
a few fine rales at his right base. His fingers were not clubbed. 
Fluoroscopic examination showed scattered infiltrations at the 
right base, and a swallow of a thin barium mixture caused him 
to cough. This occurred almost immediately after the barium 
was seen to enter the right lower bronchial tree. The patient 
did not regurgitate any barium; he coughed most of it up almost 
immediately, along with a large amount of thick, colorless 
sputum. No esophageal abnormality could be seen on fluoros- 
copy (fig. 2). His physician was then advised of the diagnosis 
and of the need for the obliteration of the fistula, but the patient 
refused surgery. 


J.A.M.A,, March 21, 1 53 


COMMENT 


This case serves to reemphasize three basic fac's: 
first, that a careful analysis of the patient’s history \ jj| 
often point to the correct diagnosis; secondly, that he 
examination of the lungs is incomplete if an esophagr:im 
has not been done; and finally, that the aspiration of 
food into the tracheobronchial tree need not necessarily 
be an acute medical calamity. 

In this case, as in others reported in the literature, 
the patient gave the characteristic complaint of cough 
related to eating. That the patient himself was not cun- 
cerned about this symptom is apparently quite the rule. 
In fact, the relationship of eating to coughing is often 
elicited after the diagnosis is made rather than before. 
There are many explanations for this. The patient may 
consider the relationship insignificant ° or neurotic *; the 
physician may minimize the information or may attrib- 
ute it to the regurgitation of swallowed material.® In 
spite of all this, the fact remains that the timing of the 
cough should be noted specifically in the patient’s re- 
corded history. The question “When do you do most of 
your coughing?” brings out valuable information in 
many of the commoner diagnostic situations. It is known 
that, in general, the patient with mitral disease notices 
an increase in cough after exercise, the patient with im- 
pending left ventricular failure notices increased cough 
at night after an interval of sleep, and the allergic pa- 
tient notices an increase in cough with seasons, if he is 
pollen sensitive, or on getting into bed, if he is dust 
sensitive. Aggravation of cough after eating in patients 
with bronchiectasis or emphysematous bronchitis may be 
explained by the rise in the diaphragm improving the 
tussive force and so helping with evacuation of the 
sputum. In these patients the cough increases after, not 
during, the meal. Time and again, the question “When 
do you do most of your coughing?” has helped in dis- 
covering the cause of the patient’s illness. 

This case also emphasized the need for the routine 
use of the barium swallow before one can consider the 
lung examination completed. Where one has found an 
abnormal chest film, there seems to be decreasing hesi- 
tancy in the use of the esophagram. Its use has been 
reported in the study of mediastinal widening,’ lung 
abscesses,* and the middle lobe syndrome.’ I myself 
have used it to differentiate esophageal neoplasm with 
secondary lung abscess from pulmonary neoplasm with 
secondary dysphagia. This particular case report demon- 
strates its use in a case of nonspecific chronic pneu- 
monitis. But I also wish to comment on its use where a 
normal chest film is found. Since tracheobronchial dis- 
ease is notorious for its frequent association with a nega- 
tive chest film, auxiliary measures such as lipiodol* 
(iodized oil) studies and bronchoscopy are usually 
recommended. I suggest that the esophagram be done 
first, because of the ease of performance, the lack of 
discomfort to the patient, and the information to be 
gained. This procedure will be effective for those pa- 
tients with a fistula who have been observed for years 
with a normal chest film,’® yet who have continued to 
cough or to suffer from hemoptysis of unexplained ori- 
gin. The possibility of finding an esophageal fistula 
should not deter one from using the barium swallow. 
Infants with fistulas unassociated with esophageal atresia 
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ha\: aspirated barium without risk,? and adults have 
dor - so also. Only a complete esophageal atresia contra- 
ind.cates the barium swallow. 

| inally, I was much impressed with the finding that 
a person may continue to aspirate food particles for 
many years, with little or no lung damage. Physicians 
have perhaps been too impressed by the “peanut pneu- 
monias” and by the acute traumatic esophageal rup- 
tures ** to remember that there is another, less stariling 
side to the picture of organic particle aspiration. The 
aspiration lipoid pneumonias of children are one ex- 
ample,’* and the references already mentioned are 
others. Many of these patients retain a good nutritional 
state with minimal signs of lung infection for years be- 
fore the complications of pneumonitis, bronchiectasis, 
abscess, or pulmonary hemorrhage develop. This should 
not, however, lull physicians into careless optimism. 
Coleman and Bunch* reported that, of 26 untreated 
patients, 16 eventually died. The asymptomatic patient 
should be persuaded that the treatment of the fistula 
should not await the development of complications. 


CONCLUSIONS 

A case of chronic pneumonitis secondary to a non- 
malignant bronchoescphageal fistula is described. Par- 
ticular attention should be paid to the timing of a cough. 
The need to include the esophagram as an integral part 
of the chest examination is discussed. The aspiration of 
organic material into the tracheobronchial tree may go 
on for years with minimal distress to the patient. 
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SUBCLAVIAN VEIN OBSTRUCTION 


REPORT OF A CASE STUDIED BY VENOGRAPHY 
AND RELIEVED BY SURGERY 


Orville Horwitz, M.D. 
and 


Harry F. Zinsser Jr., M.D., Philadelphia 


The occurrence of edema and pain in one arm of a 
woman in her middle forties would not immediately 
suggest the diagnosis of venous obstruction caused by a 
congenital anomaly. Instead, one first might consider a 
commoner and more serious cause, such as malignant 
disease of the breast with lymphatic obstruction. In 
this particular case, physical signs pointed to venous 
rather than lymphatic obstruction as the cause of 
symptoms. } 

In order of frequency, the causes of unilateral ob- 
struction of veins of the upper extremity are (a) venous 
thrombosis, particularly in patients with congestive 
heart failure? or in cachectic states, (b) masses of 
neoplastic or other origin causing compression at var- 
ious sites along the venous drainage of the upper ex- 
tremity, and (c) congenital lesions ? manifesting them- 
selves either early or late in life.* Instances of venous 
obstruction caused by congenital lesions manifesting 
themselves late in life are relatively rare, and for this 
reason the following case is reported. Of additional 
interest was the use of venography to locate the ob- 
struction and thus permit its surgical relief. 


VEIN OBSTRUCTION—HORWITZ AND ZINSSER 997 


REPORT OF A CASE 

The 44-year-old wife of a physician was first seen on Jan. 8, 
1952. Her complaint was of pain, cyanosis, and edema in the 
left arm. She had been aware of these symptoms for only three 
weeks. Her past history was normal, except for minimal apical 
tuberculosis of the right lung that was under apparent control. 
Examination of the left arm revealed signs of increased venous 
pressure. When the patient was seated with her hands sym- 
metrically elevated to a point 6 in. above her head, the veins 
on the dorsum of the left hand remained distended, while those 
of the right hand were completely collapsed. The left hand was 
cyanotic as compared to the right. Although the patient was 
right-handed, the left arm measured 1.3 cm. more at the wrist 
and 1.9 cm. more at the supracondylar area than the right. 
Temperature, pulse, and oscillations were normal and equal in 
both arms, and there were no signs of neuritis. No other ab- 
normalities were found. 

Routine procedures including standard roentgenologic studies 
failed to disclose any evidence of tumor or of cervical rib. Initial 





Venogram done by the Robb-Steinberg angiocardiographic technique, 
showing the exposure made one second after injection of contrast substance. 
An area of obstruction is seen in the left subclavian vein just lateral to 
its junction with the left jugular vein. The obstruction was not complete 
and the rapid injection of 50 cc. of iodopyracet (diodrast®) has forced 
sOme material into the innominate vein. The film was interpreted as rep- 
resenting compression rather than thrombosis of the subclavian vein. 


treatment was conservative and included maneuvers designed 
to relieve tension on the scalenus anticus muscle by strengthen- 
ing the trapezius muscle. These were predicated on the theory 
that the subclavian vein might be placed anomalously posterior 
to the scalenus anticus.* All symptoms increased in severity dur- 
ing the next month. Distended veins and telangiectases appeared 
on the upper arm and left lateral aspect of the chest. Edema 
was obviously increased. Circumferential measurements of the 
left arm were now 1.9 cm. greater at the wrist and 4.5 cm. 
greater at the supracondylar region than those of the right arm. 
Studies by injection of opaque material were recommended with 
the hope that the exact site of obstruction could be located and 
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the block relieved subsequently by surgery. A venogram made 
on Feb. 28, 1952, showed a marked narrowing of the subclavian 
vein at a point just lateral to its junction with the internal jugular 
vein (see figure). During surgical exploration of the left supra- 
clavicular area on March 3, 1952, the subclavian vein was ex- 
posed for a distance of approximately 7 cm. just lateral to the 
point at which this vessel joins the left internal jugular vein to 
form the left innominate vein. The subclavian vein was in a 
normal position anterior to the scalenus anticus. This muscle 
was judged to be of approximately twice the usual diameter. 
An aberrant branch of the transverse cervical artery ran anterior 
to the subclavian vein. While the subclavian vein was located 
between the muscle and the aberrant artery, there was no certain 
evidence of external pressure on the vein, and there was no 
venous thrombosis. The scalenus muscle and the aberrant artery 
were both sectioned. A perivenous stripping of the subclavian 
vein was performed. Following the operation there was a steady 
remission of signs and symptoms. By April 3, 1952, one month 
after operation, there was no evidence of increased venous pres- 
sure, measurements of the two arms were approximately equal, 
and the distended veins and telangiectases had practically dis- 
appeared. This improvement has been maintained to date, al- 
though it is realized that the time elapsed since operation is 
insufficient to permit a definite prognosis. 
COMMENT 

Judging from the excellent results so far, the venous 
obstruction, which was obvious from a clinical and roent- 
genologic point of view, was relieved by the surgical 
procedures performed. The fact that no definite site of 
compression was discovered at the time of operation is 
not unusual. Often the relaxation induced by anesthesia 
makes it difficult to demonstrate the exact site of an 
obstruction not due to an obvious mass. 

In this case, it is interesting to speculate on which of 
the procedures relieved the obstruction. There are sev- 
eral possibilities to be considered. Telford and Stafford ° 
demonstrated definite irritation of the brachial plexus in 
patients with scalenus anticus syndrome and thought 
that such irritation could easily cause reflex spasm of the 
blood vessels of the arm and could account for the cir- 
culatory symptoms. If such were the case in our patient, 
it is conceivable that either the perivenous stripping or 
the section of the scalenus anticus muscle was respon- 
sible for the remission of the symptoms. It seems more 
likely, however, that, under normal circumstances as 
opposed to the anesthetized state, the subclavian vein 
was compressed between the scalenus anticus muscle 
and the anomalous artery, so that simple section of these 
structures relieved the obstruction. 


SUMMARY 
A case of obstruction of the left subclavian vein is 
reported in which the apparent cause was a congenital 
anomaly manifesting itself late in life. The site of 
obstruction was located by venography, and the signs 
and symptoms were relieved by surgery. 
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SENSITIVITY TO COMPOUND G-4 (“DICHL0. 
ROPHENE”) IN DENTIFRICES 


A. A. Fisher, M.D. 
and 


Louis Tobin, M.D., Mount Vernon, N. Y. 


Compound G-4,' also known as “dichlorophene,” has 
been reported as being a potent fungicide and bactericide, 
This compound has been advocated for use not only in 
dentifrices but also in antiperspirant creams, deodorant 
creams, powders, toilet waters, and various preparations 
for combating dermatophytosis of the foot. Chemically, 
compound G-4 is dihydroxydichlordiphenylmethane 
with the following complete formulas: bis (5-chloro-2- 
hydroxyphenyl) methane; 2,2’-methylenebis (4-chloro- 
phenol); or 2,2’-dihydroxy-5,5’-dichlorodipheny]- 
methane. 

Compound G-4 must not be confused with compound 
G-11, which is known variously as AT-7 and K-34 and 





Dryness, fissuring, and scaliness of lips following use of tooth paste con- 
taining compound G-4 in case 1. 


is the hexachlorophene compound used in dial® soap and 
some pHisoderm® (a detergent cream composed of sul- 
fonated ether, petroleum, lactic acid, and wool fat choles- 
terols) preparations. Skin tests * were first reported on 
194 men and women using a petrolatum ointment con- 
taining +% compound G-4. Of these, 191 had negative 
tests and 3 had positive tests. The three persons with posi- 
tive tests showed only mild erythema. Another group of 
37 persons was then patch-tested with a petrolatum oint- 
ment containing 12% compound G-4. The results, with 
one exception, were negative. The degree of reaction in 
this one test subject was not stated. The statement that 
these tests thus established the safety of compound G-4 
for external use appears to be rather hazardous when it is 
realized that patch tests with 4% compound G-4 were 
positive in 1.5% of the tests and with 12% compound 

From the Department of Dermatology and Syphilology of the New York 
University Post Graduate Medical School and the Skin and Cancer Unit 
of the University Hospital. 

Case 2 was reported at the Meeting of the Bronx Dermatological 
Society, Oct. 15, 1951. Dr. William P. Clark reported case 3, and Dr. 
David Dexter, Hempstead, Long Island, N. Y., reported case 4. 

1. Compound G-4 for Pharmaceuticals & Cosmetics, Tech. Bull. 48-6, 


New York, Sindar Corp., Nov., 1948. 
2. Patch Testing with Compound G-4, Givaudanian, Sept., 1941, p. 3 
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G-4 the positive reactions were 2.7%. Apparently no 
second series of patch tests with compound G-4 were 
done on the same test subjects after an interval of three 
or more weeks to ascertain the incidence of allergic sen- 
sitization due to compound G-4 in this group. Thus these 
tests ° indicate some degree of primary irritancy but are 
of no value in ruling out compound G-4 as a rather fre- 
quent sensitizer. Gaul and Underwood * report two cases 
of severe allergic contact eczematous dermatitis of the 
feet from proprietary ointments containing compound 
G-4. These preparations, “vodust” powder and “Watkins 
ungent,” used for dermatophytosis of the foot, elicited 
strongly positive patch test reactions in their patients. 
Gaul and Underwood concluded that compound G-4 is 
a powerful sensitizer. 


Since an earlier report * we have studied eight addi- 
tional cases of stomatitis, cheilitis, and/or circumoral 
dermatitis due to compound G-4. This clinical syndrome, 
in some of the cases, had been misdiagnosed as a vitamin 
B deficiency. All patients had been using a tooth paste 
or powder containing compound G-4. In seven instances 
the clinical symptoms were due to a tooth paste, and in 
the eighth case a tooth powder was implicated. A search 
of the literature failed to reveal any reports, other than 
that of Lipton and one of us (A. A. F.), of stomatitis and 
circumoral dermatitis due to compound G-4. We are 
reporting the details of four of these additional eight 
cases because we feel that many such cases seen by other 
physicians are probably not correctly diagnosed. 


REPORT OF CASES 


CaseE 1.—A 29-year-old woman was seen in the allergy sec- 
tion of the skin and cancer unit of the New York University 
Hospital. Two weeks after beginning to use an ammoniated 
tooth paste containing compound G-4 her lips and tongue be- 
came dry and irritated (figure). She changed her lipstick and 
took vitamin B capsules without any change in the eruption. 
Examination revealed dryness and scaliness of lips with fissuring 
at the angles (perléche). The tongue was red, and the central 
fissure of the tongue was deepened and painful. A patch test 
with 5% compound G-4 in petrolatum was strongly positive. 
Changing to a tooth paste not containing G-4 resulted in 
prompt relief of the symptoms and return of the skin and 
mucous membrane to normal. She was instructed to use the 
tooth paste containing compound G-4 again. Within four hours 
there was a burning sensation in the mouth and tongue, and 
the patient refused to use this particular tooth paste again. 
Since using a tooth paste not containing compound G-4, there 
have been no further symptoms or signs. 

CasE 2.—A girl, aged 20, a private patient of one of us 
(A. A. F.), had been using an ammoniated tooth paste contain- 
ing compound G-4 for about one year when seen in June, 1951. 
Two months prior to this time, a dryness, scaliness, and a derma- 
titis developed at the corners of the mouth with extension onto 
the circumoral skin. She was being treated for a vitamin B de- 
ficiency. There was a minimal stomatitis and glossitis. When 
she stopped using this particular tooth paste the eruption 
promptly cleared. On reuse of the tooth paste the eruption re- 
curred. Patch tests with the tooth paste and 5% concentration 
of compound G-4 in petrolatum were strongly positive. Patch 
tests with other ammoniated tooth pastes and the flavoring and 
other ingredients in the offending tooth paste were negative. 

CasE 3.—A man, aged 53, a private patient of one of us 
(L. T.), complained of a burning sensation in the mouth of six 
months’ duration. He had been treated with gentian violet, 
methylene blue, polyvitamins, vitamin B injections, and vitamin 
B orally without much relief of the symptoms. Examination re- 
vealed a beefy red tongue and reddened, slightly edematous 
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buccal mucosa and pharynx. The lips were slightly swollen and 
fissured. A skin area extending 1 cm. beyond the vermillion 
border had a dull red, slightly scaly appearance. A patch test 
with the ammoniated tooth paste containing compound G-4 was 
strongly positive. Patch tests with other ammoniated tooth pastes 
were all negative. A patch test with 5% compound G-4 in 
petrolatum was strongly positive. One week after this patient 
stopped using the offending tooth paste all signs and symptoms 
cleared. 

Case 4.—A man, aged 60, used an ammoniated powder con- 
taining compound G-4 for cleaning his dentures. On examina- 
tion, he had a diffuse stomatitis with marked redness and swell- 
ing of the hard palate. A patch test with the offending tooth 
powder was strongly positive. Within 10 days after the patient 
stopped using the tooth powder the eruption cleared. This pa- 
tient was not patch-tested with the compound G-4 itself. 


COMMENT 

Aside from the nine cases that we have studied per- 
sonally, several of our colleagues have informed us that 
they have observed similar cases. Compound G-4 is in- 
soluble in water. In order to make a smooth ointment for 
patch testing, compound G-4 is levigated with a little 
water and small amounts of it are gradually incorporated 
into the requisite amount of petrolatum. We patch-tested 
a series of 25 control cases with 5% compound G-4 in 
petrolatum, without getting a reaction.” All eight pa- 
tients reported in this series showed an eczematous re- 
sponse to 5% compound G-4 in petrolatum. We might 
mention here that one patient who was known to be sen- 
sitive to compound G-11 did not react on patch testing 
with compound G-4. 

SUMMARY 

Within a period of six months, we have studied nine 
patients who were sensitive to compound G-4, also 
known as “dichlorophene,” contained in a popular am- 
moniated tooth paste. All the patients showed a positive 
reaction on patch testing with 5% compound G-4 in 
petrolatum. Twenty-five control subjects did not react on 
patch testing with this compound G-4 ointment. One pa- 
tient who was sensitive to compound G-11 did not react 
on patch testing to compound G-4. 

These patients with allergic hypersensitivity to com- 
pound G-4 clinically had a syndrome that somewhat 
resembled a vitamin B deficiency, explaining why most 
of them received various vitamin preparations. The syn- 
drome was characterized by one or more of the follow- 
ing: stomatitis, glossitis, cheilitis, perléche, or circumoral 
dermatitis. These patients could use other ammoniated 
tooth pastes that did not contain compound G-4. 


ADDENDUM 


Since this paper was completed, Lowenthal * reported 
a case of eczematous contact dermatitis of the palm due 
to a tooth paste that contained compound G-4. 


45 Park Ave. (Dr. Tobin). 





3. Gaul, L. E., and Underwood, G. B.: The Cutaneous Toxicity of 
Dihydroxydichlordiphenylmethane: A New Fungicide For Athlete’s Foot, 
J. Indiana M. A, 42: 22-24 (Jan.) 1949. 

4. Fisher, A. A., and Lipton, M.: Allergic Stomatitis Due to “Baxin” 
in a Dentifrice, A. M. A. Arch. Dermat. & Syph. 64: 640-641 (Nov.) 1951. 

* These control patients were not retested later on to ascertain whether 
an allergic eczematous sensitization had taken place. 

5. Lowenthal, K.: Eczematous Contact Dermatitis of the Palm Due to 
Toothpaste, New York J. Med. 52: 1437 (June 1) 1952. 
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The following abstract of recent nomenclature decisions of 
the Council is authorized for publication. 
R. T. Stormont, M.D., Secretary. 


NEW GENERIC AND BRAND NAMES 
RECOGNIZED BY THE COUNCIL 


The Council collaborates with manufacturers in the selection 
of generic and brand names for marketed drug preparations 
presented for acceptance and also for new products still under 
development or clinical trial. The last report on such names 
appeared in THE JOURNAL, Nov. 1, 1952, p. 861. 

The following abstract lists the generic designation, the 
chemical name, where necessary for information, and the brand 
name or names simultaneously recognized for the stated firms. 
In general, a generic name should bear recognizable relation 
to the chemical name and conform as closely as consistent 
with brevity and practicality to existing systems of scientific 
nomenclature. The chief requirement for a brand name is that 
it should not be therapeutically suggestive. 

The listing of a brand name is not to be construed as indi- 
cating Council acceptance of the product itself. Products ac- 
cepted for inclusion in New and Nonofficial Remedies are 
announced separately. 


BITHIONOL for 2,2'-Thiobis(4,6-dichlorophenol): Actamer (Mon- 
santo Chemical Company) 


CARBOMYCIN for an antibiotic produced by a strain of Strepto- 
myces halstedii: Magnamycin (Chas. Pfizer & Co., Inc.) 


CYCLIZINE HYDROCHLORIDE for N-benzhydryl-N’-methylpipera- 
zine dihydrochloride: Marezine Hydrochloride (Burroughs Well- 
come and Company, Inc.) 


DeExTRAN for a polysaccharide defined as optically active poly- 
merized glucose mainly joined through 1,6 linkages, which is 
refined to provide an average range of molecular size of 75,000 
(+25,000): Expandex (Commercial Solvents Corporation) 


DISULFIRAM for tetraethylthiuram disulfide: Antabuse (Ayerst, 
McKenna and Harrison, Ltd.) 


ERYTHROMYCIN for the antibiotic produced by a strain of Strep- 
tomyces erythreus: Erythrocin (Abbott Laboratories) and IHloty- 
cin (Eli Lilly & Company) 


Evans BLUE for the tetrasodium salt of 4,4’-bis[7-(1-amino-8- 
hydroxy-2,4-disulfo)naphthylazo]-3,3'-bitolyl 


HyDRALAZINE HYDROCHLORIDE (formerly HYDRALLAZINE HyDrRo- 
CHLORIDE) for 1-hydrazinophthalazine hydrochloride: Apreso- 
line Hydrochloride (Ciba Pharmaceutical Products, Inc.) 


ISOPHANE INSULIN (NPH INSULIN) for the modified neutral 
protamine zinc insulin 


LEVARTERENOL BITARTRATE for the d-bitartrate salt of levo-2- 
amino-1-(3,4-dihydroxyphenyl)ethanol monohydrate: Levophed 
Bitartrate (Winthrop-Stearns Inc.) 


METARAMINOL BITARTRATE for levo-1-(m-hydroxyphenyl)-2- 
amino-l-propanol hydrogen d-tartrate: Aramine Bitartrate 
(Sharp & Dohme, Inc.) 


METHOXAMINE HYDROCHLORIDE for 8-hydroxy-8-(2,5-dimethoxy- 
phenyl)-isopropylamine hydrochloride: Vasoxyl Hydrochloride 
(Burroughs Wellcome and Company, Inc.) 


NALORPHINE HYDROCHLORIDE (formerly N-ALLYLNORMORPHINE 
HYDROCHLORIDE): Nalline Hydrochloride (Merck & Co., Inc.) 


OXYTETRACYCLINE (formerly TERRAMYCIN): Terramycin (Chas. 
Pfizer & Co., Inc.) 
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PAMABROM for 2-amino-2-methylpropanol-1 8-bromotheophy). 
line 


PIRIDOCAINE HYDROCHLORIDE for §-(2-piperidyl)ethyl o-amino. 
benzoate hydrochloride: Lucaine Hydrochloride (Maltbie Labo. 
ratories, Inc.) 


PROPANTHELINE BROMIDE for §-diisopropylaminoethylxanthene. 
9-carboxylate methylbromide: Pro-Banthine Bromide (G, p, 
Searle & Co.) 


QUININE CARBACRYLIC REsIN for the combination of quininiym 
ion and the cation exchange resin, carbacrylic resin: Diagne, 
(E. R. Squibb & Sons) 


SODIUM THIACETARSAMIDE for the trivalent organic arsenica| 
p-{bis-(carboxymethylmercapto)arsino]benzamide: Caparsolate 
Sodium (Abbott Laboratories) 


TOLONIUM CHLORIDE for 3-amino-7-dimethylamino-2-methy). 
phenazathionium chloride 


ZINCASATE for a combination dressing of partially hydrolyzed 
casein gel and zinc acetate impregnated gauze: Zinax (Hynson, 
Westcott & Dunning, Inc.) 


NEW AND NONOFFICIAL REMEDIES 


The following additional articles have been accepted as con- 
forming to the rules of the Council on Pharmacy and Chemistry 
of the American Medical Association for admission to New and 
Nonofficial Remedies. A copy of the rules on which the Council 
bases its action will be sent on application. 

R. T. STORMONT, M.D., Secretary. 


Metharbital—Gemonil (Abbott)—C,:H:,N:O;—M.W. 198.22. 
—5,5-Diethyl-1-methylbarbituric acid—The structural formula 
of metharbital may be represented as follows: 


= -CH, Hy 
° ' FScHicHs 
HN eo) 


Actions and Uses.—Metharbital, a derivative of barbituric 
acid, shares the anticonvulsant properties of phenobarbital. The 
drug, therefore, is useful in the treatment of various forms of 
epilepsy including grand mal, petit mal, and myoclonic and 
mixed types of seizures. It may be effective in patients whose 
seizures are not controlled with other anticonvulsants, particu- 
larly in the management of myoclonic seizures and in cases 
attributed to organic brain damage. Conversely, it may be in- 
ferior to other agents for the management of idiopathic forms 
of the disease. In experimental animals the drug is effective for 
the control of convulsions induced by pentylenetetrazole, but 
less so for those induced by electroshock. 

Metharbital has a low toxicity and unfavorable side-effects 
are relatively infrequent. Drowsiness, increased irritability, rash, 
dizziness, or stomach distress may occur. In some patients, the 
drug appears to be less hypnotic and depressing than pheno- 
barbital. 

Dosage. — Metharbital is administered orally. The initial 
dosage for infants and small children should be 50 mg. one to 
three times daily; for adults, 0.1 gm. one to three times daily. 
The dosage may be gradually increased depending upon toler- 
ance; some patients may require 0.6 to 0.8 gm. daily to control 
seizures. 


Tests and Standards.— 


Physical Properties: Metharbital is a white, crystalline powder with 2 
faint aromatic odor, m.p. 151-155°, The amounts which dissolve in the 
following solvents to form 100 ml. of solution are: 4.3 gm. in alcohol, 
2.6 gm. in ether, and 0.12 gm. in water. The pH of a saturated solution 
is 5.6-5.7. 

Identity Tests: Shake about 0.3 gm. of metharbital with 5 ml. of 0.2 N 
sodium hydroxide for 2 min. and then filter. To 1 ml. of the filtrate add 
several drops of silver nitrate T.S.: a white precipitate, soluble in ammonia 
T.S., forms. To 1 ml. of the filtrate add several drops of mercuric chloride 
T.S.: a white precipitate, soluble in ammonia T.S., forms. 
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A 0.001% solution, prepared as described in the spectrophotometric 
assay for metharbital, exhibits an ultraviolet absorption maximum at 
about 244 mu [specific absorbancy, E(1%,1 cm.), about 440]. 

Purity Tests: Shake 0.5 gm. of metharbital with 25 ml. of water for 
2 min. and then filter. On the filtrate run a U. S. P. test for sulfate in 
reagents: the amount of sulfate is no more than that produced by 0.2 
ml. of 0.02 N sulfuric acid (400 ppm.). 

Dry about 1 gm. of metharbital, accurately weighed, at 105° for 4 
hours: the loss in weight does not exceed 1.0%. 

Ash about 1 gm. of metharbital, accurately weighed: the residue does 
not exceed 0.1%. 

Assay: (Metharbital) Prepare a 0.001% solution of metharbital as fol- 
lows. Transfer to a 100 ml. volumetric flask about 0.1 gm. of metharbital, 
accurately weighed, fill to the mark with 0.1 N sodium hydroxide, and 
mix. Transfer 10 ml. of this solution to a second 100 ml. volumetric flask, 
fill to the mark with 0.1 N sodium hydroxide, and mix. Finally transfer 
to a 100 ml. volumetric flask 10 ml. of this last solution, fill to the mark 
with 0.1 N sodium hydroxide, and mix. Spectrophotometrically determine 
the absorbancy in a 1 cm. quartz cell at 244 mu, using 0.1 N sodium 
hydroxide as a blank. The concentration of metharbital in the solution in 
mg./ml. = absorbancy ~~ 44.0. The amount of metharbital is not less 
than 95.0 nor more than 105.0%. 

(Nitrogen) Run a U. S. P. semi-micro Kjeldahl determination. Each 
milliliter of 0.01 N acid is equivalent to 0.0001401 gm. of nitrogen and 
0.0009911 gm. of metharbital. The amount of nitrogen is not less than 
13.85 nor more than 14.42%, equivalent to not less than 98.0 nor more 
than 102.0% of metharbital. 


Dosage Forms of Metharbital 

TasLets. Identity Tests: Extract with petroleum ether in a Soxhlet ex- 
tractor an amount of powdered tablets equivalent to about 0.5 gm. of 
metharbital. 

Dry the residue in the thimble and extract it with alcohol in a Soxhlet 
extractor. Evaporate the extract to dryness at 105° for 2 hours. The resi- 
due responds to the identity tests for the active ingredient in the mono- 
graph for metharbital. 

Assay: (Metharbital) Weigh 20 tablets and powder them. Transfer to a 
100 ml. volumetric flask an amount of powder, accurately weighed, equiv- 
alent to about 0.1 gm. of metharbital, add 50 ml. of 0.1 N sodium 
hydroxide, and shake the flask mechanically for 15 min. Fill to the mark 
with 0.1 N sodium hydroxide, mix, and filter the solution. Transfer 10 ml. 
of this filtrate to a second 100 ml. volumetric flask, fill to the mark with 
0.1 N sodium hydroxide, and mix. Finally transfer to a 100 ml. volumetric 
flask 10 ml. of this solution, fill to the mark with 0.1 N sodium hydroxide, 
and mix. Spectrophotometrically determine the absorbancy in a 1 cm, 
quartz cell at 244 mu, using 0.1 N sodium hydroxide as a blank. The con- 
centration of metharbital in the solution in mg./ml. = absorbancy 
+ 44.0. The amount of metharbital is not less than 95.0 nor more than 
105.0% of the labeled amount. 


Abbott Laboratories, North Chicago, Ill. 
Tablets Gemonil: 0.1 gm. 


Cortisone Acetate (See New and Nonofficial Remedies 1952, p. 
322). 
Schering Corporation, Bloomfield, N. J. 


Suspension Cortogen Acetate: 10 cc. vials. A suspension con- 
taining 25 mg. of cortisone acetate in each cubic centimeter. 
Preserved with thimerosal 1:10,000. 


Suspension Cortogen Acetate (Ophthalmic): 5 cc. dropper bot- 
tles. A buffered suspension containing 5 or 25 mg. of cortisone 
acetate in each cubic centimeter. Preserved with benzalkonium 
chloride 1:5,000. 


Penicillin for Injection for Prompt Action (See New and Non- 
official Remedies 1952, p. 124). 


Chas. Pfizer & Co., Inc., Brooklyn. 
Potassium Penicillin G: 2,000,000 and 5,000,000 unit vials. 


Aminophylline-U.S.P. (See New and Nonofficial Remedies 1952, 
p. 294), 


Wm. H. Rorer, Inc., Philadelphia. 


Solution Aminophylline: 2 cc. ampuls. A solution containing 
0.24 gm. of aminophylline in each cubic centimeter. 


Corticotropin (See New and Nonofficial Remedies 1952, p. 360). 
The Upjohn Company, Kalamazoo, Mich. 


Lyophilized Corticotropin (Sheep): Vials containing the equiv- 
alent of 25 and 40 provisional U.S.P. units of corticotropin. 
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The Council on Physical Medicine and Rehabilitation has 
authorized publication of the following article. 


RaLpH E. De Forest, M.D., Secretary. 
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Fowler, Moses H. Lurie, Douglas Macfarlan, and C. Stewart 
Nash. 

Clinical Thermometry.—Drs. Eugene Du Bois, Steven M. 
Horvath, John Talbott, and R. E. Wilson. 


Devices for Sterility and Fertility—Drs. William J. Dieck- 
mann, William W. Greulich, Walter J. Meek, Pendleton Tomp- 
kins, and Mr. R. R. Olin. 


Education.—Drs. Robert L. Bennett, Jr., Earl C. Elkins, H. 
Worley Kendell, Sedgwick Mead, Donald L. Rose, and Walter 
M. Solomon. 


Electrocardiographs. — Drs. Howard B. Burchell, George 
Fahr, Harold Feil, Harold E. B. Pardee, William D. Stroud, 
and Carl J. Wiggers. 


Electroencephalography.—Drs. Percival Bailey, Edward J. 
Baldes, Hallowell Davis, Frederic A. Gibbs, Franc D. Ingra- 
ham, and Herbert H. Jasper. 


Ionizing Radiations—Drs. W. Edward Chamberlain, L. F. 
Curtiss, Edwin C. Ernst, Robert R. Newell, U. V. Portmann, 
Edith H. Quimby, and Lauriston S. Taylor. 

Ophthalmic Devices.—Drs. David G. Cogan, William F. 
Hughes, Jr., William C. Owens, Richard G. Scobee, and Ken- 
neth C, Swan. 

Respirators.—Drs. Edward L. Compere, Archer S. Gordon, 


William T. Green, Warren E. Wheeler, James L. Whittenberger, 
and James L. Wilson. 
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GEOGRAPHY AND DISEASE 


The geographical pattern of disease dates back hun- 
dreds of millions of years to the time when the earth 
assumed its present shape and set the stage for our pres- 
ent climates. The earliest physicians knew that certain 
diseases were associated with certain localities, but they 
lacked ways and means to establish a precise relation- 
ship between climate and illness. Exploration and colo- 
nial development during the 19th century coupled with 
military necessity during the 20th century have encour- 
aged the study of local health conditions all over the 
world. Nonetheless, despite an accumulation of medico- 
geographical knowledge by workers in entomology, para- 
sitology, and associated fields, no completely satisfactory 
technique has yet been developed for correlating the 
information and for instituting a systematic investiga- 
tion of the geography of disease. In 1948 the American 
Geographical Society initiated a program to bridge the 
gap by proposing to develop a method for studying pos- 
sible causal relationships and for investigating environ- 
mental disease correlations. 

According to May,’ local environmental conditions 
form an infinite number of geographical patterns, each 
in turn creating a variation in the framework of disease. 
In order to interpret adequately nature’s large-scale ex- 
periments for propagating disease, censuses and maps 
of disease occurrence are required. Although some of 
the necessary statistics can be obtained from the World 
Health Organization, national health agencies, hospital 
reports, limited public and private surveys, and local 
newspaper dispatches, the information is neither as ac- 
curate nor as complete as a medical geographer might 
wish. In many countries only a small fraction of actual 
disease occurrence is recorded. 

The American Geographical Society is currently en- 
gaged in mapping several diseases for which reliable 
world-wide information is available. One, a map for 
poliomyelitis, indicates that the disease exists in every 
populated region of the world but breaks out in epi- 
demic form only in certain areas. In Brazil, poliomyelitis 
mainly strikes children; in Scandinavia and the northern 
sections of the United States it hits the older age groups. 
The epidemiological peculiarities of cholera have also 
been plotted on a world map to show how the disease 





1. May, J. N.: The Geography of Disease, Scientific American 188: 
23 (Feb.) 1953 


J.A.M.A., March 21, 1953 


spreads along trade routes at the speed of the prevailing 
means of transportation, how it concentrates in certain 
districts of India, and how it retreats under the impact 
of modern sanitation. Yellow fever and dengue reveal] 
a strange reciprocal pattern. Where dengue is extremely 
prevalent, there is no yellow fever; where yellow fever 
is common, dengue epidemics are infrequent. Plague, 
another disease that has been mapped, is now making 
steady progress among the wild rodents of the western 
part of the United States, yet has attacked few human 
beings. In China plague has long been endemic, ac- 
tually occurring scores of generations before the false 
charges of “bacteriological warfare” were uttered; it is 
well known that lack of sanitation and a harmonious 
partnership between rodents and the flea vectors of bac- 
teria account for the prevalence of the disease. 

In general, the sketchy nature of disease reporting, 
particularly in the more underprivileged areas of the 
world, makes imperative a better system of coverage. 
Among the plans developed by the American Geo- 
graphical Society is a project of cooperation between 
geographers and physicians. The geographers would 
map the region, subdividing it according to essential 
geographical characteristics. After the geographical sur- 
vey, a medical team would move in, examine a sample 
group of the population, and study as many as possible 
of the geographical factors. The inhabitants would be 
examined not only for current disease but also for traces 
of past infection. With maps demonstrating both the 
geographical and disease patterns of a given region, the 
medical geographer could then draw correlations that 
would otherwise escape him. 

Medical geography represents not a new science but 
a new combination of two very old sciences. In these 
days of specialization, when a comprehensive picture is 
frequently lost even to the best minds, such a cross- 
fertilization of knowledge is of practical importance in 
the incessant struggle against global diseases. 


TYPHOID 


A generation ago, typhoid was one of the most preva- 
lent infectious diseases in this country. Epidemics ap- 
peared annually, and the mortality was high. Today the 
disease has almost disappeared from large cities and its 
incidence in rural areas is decreasing rapidly. This re- 
duction in incidence, which occurred before the anti- 
biotic and chemotherapeutic era, has not been due to 
a reduction in the virulence of the organism or to the 
development of a specific therapy for the disease. It 
represents a triumph of epidemiological control. Epi- 
demics caused by contamination of community water or 
milk supplies have been controlled by proper sewage 
disposal, routine boiling or chlorination of drinking 
water, and pasteurization of milk. Epidemics due to 
carriers, now the chief source of infection, are being 
controlled by detection and removal of carriers from 
food-handling jobs and elimination of the carrier state 
when this is possible. Spread of bacteria from persons 
with active infection has been eliminated by strict isola- 
tion of the patient, exclusion of insect vectors, disinfec- 





tior 
Ma 
acti 
tra\ 
the 
The 
has 
infe 
Egy 
typ 
quit 
red 
bec: 
bot! 
time 
mor 
part 


othe 
grea 
vidu 
dise 
teste 
Aur 
som 
tien! 
regu 
and 

as il 
Edg 
forn 
clini 
feve 
to a 
with 
rapi 
not 

bod 
the 
occu 
Whe 
spon 
relay 
giver 
antit 
stud: 
chro 
year 
been 
the ¢ 
This 
alon 
dicat 


in tl 
thre: 
can 


pers 
not | 





1953 


ling 
tain 
act 
veal 
rely 
Ver 
sue, 
cing 
ern 
nan 

ac- 
alse 
it is 
Ous 
yac- 


ing, 
the 
age, 
1e0- 
een 
yuld 
tial 
sur- 
iple 
ible 

be 
ices 
the 
the 
hat 


but 
ese 
e is 
ISS- 
- in 


tion of excreta, and active immunization of attendants. 
Many infections have undoubtedly been prevented by 
active immunization of military personnel and those 
traveling to countries where typhoid is prevalent, but 
the protection afforded by vaccination is not absolute. 
The occurrence of typhoid in well-immunized soldiers 
has been reported a number of times,’ the incidence of 
infection running as high as 40% in one epidemic in 
Egypt.” Immunized civilians living in countries where 
typhoid and paratyphoid are prevalent frequently ac- 
quire these diseases.* In general, the role of vaccines in 
reducing the incidence of typhoid is difficult to assess 
because improvements in sanitation were initiated in 
both civilian and military practice at about the same 
time that vaccines began to be used widely. Further- 
more, equally good results have been achieved in many 
parts of the world by improvements in sanitation alone.’ 

In recent years antibiotic therapy has provided an- 
other weapon against typhoid, but this has been of 
greater value in the clinical management of the indi- 
vidual case than in the epidemiological control of the 
disease. It is generally agreed that of all of the antibiotics 
tested to date, chloramphenicol is the drug of choice. 
Aureomycin and oxytetracycline (“terramycin”) are of 
some benefit in typhoid, but a significant number of pa- 
tients do not respond to these agents.‘ Chloramphenicol 
regularly shortens the period of fever and intoxication 
and reduces but does not eliminate such complications 
as intestinal hemorrhage or perforation. According to 
Edge,® “the clinical improvement and complete trans- 
formation in a few days can only be appreciated by 
clinicians who have had previous experience of typhoid 
fever and have known their own helplessness in the past 
to affect its protracted course.” Given in conjunction 
with cortisone, chloramphenicol produces even more 
rapid recovery. In some cases, chloramphenicol does 
not completely eliminate Salmonella typhosa from the 
body, so that the organisms may persist or reappear in 
the stools and urine after treatment, and relapse may 
occur in as many as a third of the patients treated.’ 
When relapse occurs, there is usually a satisfactory re- 
sponse to a second course of the drug. In one study the 
telapse rate was reduced when chloramphenicol was 
given in interrupted courses and was supplemented by 
antityphoid vaccine.** Few long-term bacteriological 
studies have been made to determine the number of 
chronic carriers (those excreting bacilli more than a 
year after infection) among treated patients, but it has 
been established that chloramphenicol will not clear up 
the chronic carrier state in persons previously untreated. 
This is its greatest epidemiological weakness, but this 
alone should not preclude its use when specifically in- 
dicated. 

In spite of the excellent control of typhoid achieved 
in the United States, the disease remains a constant 
threat. It is prevalent in many parts of the world and 
can easily be brought into the U. S. by travelers, military 
personnel, or immigrants. Even routine vaccination does 
not protect against this eventuality, since some vacci- 
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nated persons may acquire infection with or without 
symptoms and return as chronic carriers. The many 
chronic carriers already present in this country consti- 
tute another reservoir of infection. From either of these 
sources epidemics can spring suddenly if routine sani- 
tary precautions in the processing of milk, water, food, 
or sewage should break down even momentarily as a 
result of accidents, carelessness, sabotage, or civilian or 
military disaster. 


CREEPING SOCIALISM BY COMMISSION 


In his analysis of the Report of the Truman Commis- 
sion on the Health Needs of the Nation (page 1032), the 
Director of the A. M. A. Bureau of Medical Economic 
Research recommends that this report be filed away in 
the archives marked “Creeping Socialism.” He also con- 
cludes that the commission did not recommend a middle- 
of-the-road program and did not accept the voluntary 
health insurance way to the solution of the health prob- 
lems of our nation. His analysis was based upon volumes 
1, 4, and 5 because volumes 2 and 3 have not yet been 
published. A statement by the Board of Trustees of the 
American Medical Association on the findings and 
recommendations of the commission appeared in THE 
JouRNAL, Jan. 24, 1953. 


Publicists for the commission have sought to create 
the impression that the recommendations were largely 
based on expert testimony given during a number of 
panel discussions. The papers by Cooley and Dickinson, 
who were invited to present their views on financing 
medical care before the entire commission, are also pre- 
sented elsewhere in this issue (pages 1024-1039). The 
commission’s recommendations appear to have almost 
entirely ignored these two papers as well as others on the 
issue of financing, notably those by Charles W. Hayden, 
M.D., John H. Miller, and Emerson P. Schmidt, Ph.D. 
published in volume 4 of the report. 
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ORGANIZATION SECTION 


THE DISTINGUISHED SERVICE AWARD 


The Distinguished Service Award of the American Medical 
Association was established by the House of Delegates at its 
annual session held in Atlantic City in 1937, and the first Gold 
Medal and Citation was awarded to Dr. Rudolph Matas of 
New Orleans at the Detroit Session in 1938. On the basis of 
nominations received by the Board of Trustees, the medal will 
again be awarded at the New York annual meeting in June to 
a member of the Association. While there is a list of “hold- 
over” nominees, the Board is very desirous of receiving more 
nominations. Any member may submit nominations, which 
should be sent to Dr. George F. Lull, Secretary of the Associ- 
ation, 535 North Dearborn Street, Chicago 10, not later than 
May 15, 1953, in order to receive consideration for this year’s 
award. 

The nomination should be accompanied by a full record of 
the nominee’s “meritorious services in the science and art of 
medicine.” Fifteen illustrious men of American medicine have 
already received the Distinguished Service Award. From the 
nominations in hand the Board of Trustees will select the 
names of three members for presentation to the House of 
Delegates at its first session in New York, and the House will 
elect the recipient of the award by ballot. 


COMMITTEE ON LEGISLATION 


A subcommittee of the Senate Committee on the Judiciary 
held hearings on Feb. 18, 1953, relative to S. J. Res. 1 and 
similar proposals. These measures would amend the United 
States Constitution relative to the making of treaties and execu- 
tive agreements. The following letter was sent by Dr. George 
F. Lull to this committee on behalf of the American Medical 
Association, advocating favorable consideration of these reso- 


lutions. C. JoseEPH STETLER, Secretary. 
Feb. 18, 1953 


The Honorable William Langer, Chairman, 
Committee on the Judiciary, 

United States Senate, 

Washington 25, D. C. 


Dear Senator Langer: 


I would like to take this opportunity, on behalf of the 
American Medical Association, to respectfully submit for your 
consideration our views concerning S. J. Res. 1 and similar 
measures pending before your committee, designed to amend 
the United States Constitution relative to the making of treaties 
and executive agreements. 

The American Medical Association is heartily in accord 
with the purposes of these proposals. The Board of Trustees 
and the House of Delegates of the Association on two occa- 
sions have emphatically endorsed the principle that the scope 
of treaties and executive agreements should be limited. It is the 
belief of the Association that such a limitation is necessary 
to avoid any abridgement of the rights enumerated in the 
Constitution and to prevent the adjudication of domestic issues 
by such measures. 

It is recommended, therefore, that your committee report 
favorably at an early date the measure that would most effec- 
tively provide for such an amendment to the Constitution. 


Sincerely yours, 


Georce F. Lut, M.D. 
Secretary and General Manager. 


CONFERENCE ON PHYSICIANS 
PLACEMENT SERVICE 


A conference on physicians placement activities will be helq 
at the Peabody Hotel, Memphis, Tenn., March 28-29. It wijj 
be sponsored by the Committee on Extension of Hospitals and 
Other Facilities, Council on Medical Service, American Megj. 
cal Association. Ralph A. Johnson, M.D., is chairman. |p. 
cluded in the program for consideration of an adequate state 
placement service program will be these topics: maintenance of 
lists of openings for physicians; of lists of physicians seeking 
locations, and of lists of interns and residents who may sooj 
be seeking locations; supplying A. M. A. Placement Service 
with lists of openings at regular intervals or as openings de. 
velop; cooperation with medical schools and hospitals in ap 
effort to interest students, interns, and residents in general 
practice in communities needing physicians; and assisting com. 
munities in developing ways and means of attracting qualified 
physicians and educating small communities to the fact that 
they cannot support a physician. 

Bearing on the functions of the A. M. A. Placement Serv. 
ice will be discussion on maintenance of lists of openings in 
states where there is no active placement program; mainte. 
nance of data on physicians seeking openings; assistance to 
states in the development of placement services and in im. 
proving placement services now in operation; preparation of 
exhibits on placement service activities for distribution to state 
medical associations and other medical organization meetings; 
and liaison with national organizations interested in placement 
service problems. 


FEDERAL MEDICAL LEGISLATION 


Federal Aid to Voluntary Health Plans, Medical 
Education, and Health Facilities 


Senator Ives (R., N. Y.) and Senator Flanders (R., Vt) 
propose, in S. 1153, to provide federal funds to (1) assist the 
states in financing voluntary prepayment health plans with 
subscription charges based on subscribers’ incomes; (2) en 
courage establishment of local administrative health regions 
and districts; (3) enable nonprofit hospitals, medical schools, 
and nursing schools to maintain and improve their service 
facilities; (4) assist voluntary prepayment plans to build and 
equip personal health service centers; (5) assist medical edv- 
cation; and (6) assist local public health units. The Surgeon 
General of the Public Health Service would administer the 
federal part of the program and would make regulations after 
consultation with a federal health council of 10 persons 
appointed by the Administrator of the Federal Security Agency. 
“No person shall be appointed by the Administrator as 3 
member of the Federal Health Council who is professionally 
engaged in the provision of medical or health services.” 

State Responsibilities ——To be eligible for federal assistance, 
the states would provide matching funds, designate a single 
state agency for administration, appoint a state health council, 
divide the state into health regions and areas, and select quali: 
fied nonprofit prepayment health service plans furnishing (|) 
medical services, including home, office, and hospital visits by 
licensed physicians and dentists; (2) diagnostic examinations; 
(3) hospital services up to 30 days annually, including nursing 
care; and (4) roentgenograms, drugs, and appliances, including 
eye glasses. The care of tuberculous patients and of the chroni- 
cally and mentally ill would be excluded. 

Financing.—The federal contribution would be based on the 
same formula used in the hospital construction program and 
would run as high as 75% for the poorer states and as low 





The summary of federal legisiation was prepared by the Washington 
Office of the American Medical Association and the summary of state 
legislation by the Bureau of Legal Medicine and Legislation. 
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as 334% for those more wealthy. The minimum subscription 
charges would be 3% of family income up to $5,000. The 
Surgeon General would be given the authority to change even 
the minimum percentage rate. Provision is made for the estab- 
lishment of loans for health insurance plans and to cover the 
cost of equipment for health service centers. “Such sums as 
may be necessary” would be appropriated for payment to 
schools of medicine and schools of nursing. The schools of 
medicine would receive $500 for each enrolled student and an 
additional $1,000 for every student in excess of past enroll- 
ment. The hospital construction act would be amended to en- 
courage the building of diagnostic and personal health service 
centers, With appropriation authority increased from 150 million 
to 175 million dollars annually. Federal funds would also be 
made available to assist the states in establishing and main- 
taining adequate staffing and adequately equipped local public 
health units. Federal aid to states for the latter could not 
exceed $1 a year per capita. 

Long Range Study.—A federal health study and planning 
commission of 12 members would be established. No more 
than three members professionally engaged in providing health 
services could be appointed. The Commission would study 
health service needs and form a 20-year national health plan. 

Identical bills introduced in the House were: H. R. 3582 
(Hale, R., Maine) and H. R. 3586 (Javits, R., N. Y.). Senators 
Ives and Flanders also introduced S. 1154 providing that per- 
sons, for the purposes of calculating federal income tax, could 
deduct from taxable income the cost of subscription charges 
of certain prepayment health service plans, described in S. 
1153. Bills identical with S. 1154 introduced in the House 
were: H. R. 3583 (Hale, R., Maine) and H. R. 3585 (Javits, 
R., N. Y.). Bills similar to all of those above were introduced 
by the same authors in 1949. S. 1153 was referred to the 
Labor and Public Welfare Committee, S. 1154 to the Finance 
Committee. H. R. 3582 and H. R. 3586 were referred to 
the Interstate and Foreign Commerce Committee, and H. R. 
3583 and H. R. 3585 were referred to the Ways and Means 
Committee. 


Extension of Social Security Coverage 

Congressman Kean (R., N. J.), in H. R. 3608, proposes a 
large number of changes to the social security law, including 
one to bring the following groups of self-employed persons 
under the insurance program: physicians, lawyers, dentists, 
osteopaths, veterinarians, chiropractors, naturopaths, optome- 
trists, Christian Science practitioners, architects, accountants, 
funeral directors, and professional engineers. Congressman 
Lane (D., Mass.) has introduced a measure, H. R. 3487, to 
extend social security coverage to the group listed above. Both 
measures were referred to the Ways and Means Committee. 


Total and Permanent Disability Insurance 

Congressman Zablocki (D., Wis.), in H. R. 3554, would 
amend the social security law to provide disability insurance 
benefits for total and permanent disability. This bill does not 
specify how such permanent and total disability would be de- 
termined. Money benefits would be at the same rate as re- 
tirement benefits. Supplemental benefits are provided for wives 
and minor dependents. This measure was referred to the Ways 
and Means Committee. 


Medical Expense Deductions 

Congressman Matthews (D., Fla.), in H. R. 3375, would 
remove the 5% limitation used in calculating income tax de- 
ductions for the cost of medical care, including health insur- 
ance premiums. The present law permits deductions of the 
cost of medical care, including health insurance premiums 
when they exceed 5% of taxable income. Congressman Young 
(R., Nev.) has introduced a similar measure, H. R. 3434, iden- 
tical with H. R. 2243 (Dague, R., Pa.), both of which have 
been previously reported. All of these measures were referred 
to the Ways and Means Committee. 


Factory Inspection by Food and Drug Agents 

Congressman Sullivan (D., Mo.), in H. R. 3551, gives 
authority to the Food and Drug Administration to make fac- 
tory inspections after showing “appropriate credentials.” This 
bill is similar to H. R. 3604 (Fogarty, D., R. L.), as well as 
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three others previously reported: §S. 601 (Humphrey, D., 
Minn.); S. 835 (Smith, R., N. J.); and H. R. 2769 (Wolverton, 
R., N. J.). All the previous bills, save the Sullivan measure, 
authorized factory inspection after “first giving written notice.” 
This measure was referred to the Interstate and Foreign Com- 
merce Committee. 


Hospital Care and Medical Treatment for 
Veterans Residing Abroad 


Senator Griswold (R., Neb.) and Senator Ives (R., N. Y.), 
at the request of the American Legion, have introduced a 
measure, S. 1068, which would extend hospital care and medi- 
cal treatment to veterans residing abroad, similar to that now 
provided under reciprocal agreements with foreign countries 
for medical care for veterans visiting abroad. This measure 
is identical with H. R. 35 (Rogers, R., Mass.), and H. R. 
1543 (Doyle, D., Calif.). This measure was referred to the 
Labor and Public Welfare Committee. 


Federal Agency for the Handicapped 


Congressman Doyle (D., Calif.), in H. R. 3473, would estab- 
lish a federal agency for the handicapped in the Department 
of Labor, transferring to it from the Federal Security Agency 
the vocational rehabilitation services and would create new 
divisions for the handicapped in the United States Civil Serv- 
ice Commission and the United States Employment Service. 
Provision is made for payment through the states of pensions 
of $60 a month to those whose rehabilitation is unfeasible. 
This bill is identical with H. R. 2096 (Hagen, R., Minn.), 
H. R. 2147 (Tollefson, R., Wash.), H. R. 2149 (Van Zandt, 
R., Pa.), H. R. 2300 (Rhodes, D., Pa.), H. R. 2342 (Wier, D., 
Minn.), and H. R. 2346 (Withrow, R., Wis.). All these meas- 
ures were referred to the Committee on Education and Labor. 


STATE MEDICAL LEGISLATION 


Arizona 

Bills Introduced.—H. 224, proposes to authorize the anatomy board of 
Arizona to establish and maintain a blood bank and a depository for the 
acquisition of bones, eyes, cartilage, or any other part of the human body 
to be used in the rehabilitation and restoration of human beings. The 
board would further be authorized to dissect and remove bones, eyes, 
cartilage, or any other part of the human body from any dead body law- 
fully acquired by it. H. 235, proposes a number of amendments to the 
law relating to chiropractic, among which is authorization for the revo- 
cation of a license upon proof that a person is holding himself out or 
advertising to the public that he is authorized as a chiropractor to ad- 
minister colonic irrigation, physiotherapy, electrotherapy, or any other 
form of therapeutic treatment, or to diagnose or prescribe treatment for 
any disease of a human being. 


Hawaii 

Bills Introduced.—H. R. 19, proposes a resolution that the directors of 
all public and private hospitals in the territory be encouraged to establish 
adequate dental facilities at their respective institutions. H. 324 and S. 234, 
to amend the law relating to narcotic drugs, propose special penalties for 
the sale of narcotic drugs to minors, including life imprisonment for 
second and subsequent offenses. H. 325 and S. 233, propose to prohibit 
the sale of hypodermic needles and syringes except upon the prescription 
of a physician, with certain exceptions relating to the use of hypodermics 
for the use of administration of non-habit-forming drugs. S. 197, proposes 
to authorize the territory and the board of health to make a charge for 
the use of radium applicators and proposes further that no such charge 
need be made where the physician taking out the applicator reports that 
the person under treatment is indigent and unable to pay. 


Iowa 


Bills Introduced.—S. 281, proposes the creation of a state board of 
examiners of sanitarians and defines a sanitarian as a person trained in 
the field of sanitary science and technology who is employed by an official 
health agency to carry out educational and inspectional duties and enforce 
the law in the field of environmental sanitation. 


Kansas 


Bills Introduced.—H. 321 and S. 139 propose the establishment of a 
state tuberculosis treatment and research hospital. H. 329, proposes the 
creation of a commission on alcoholism to study the problems of alco- 
holism, including methods and facilities available for the care, custody, 
detention, treatment, employment, and rehabilitation of persons addicted 
to the intemperate use of spiritous or intoxicating liquors and provides 
for research into factors leading to alcoholism. H. 438, proposes the enact- 
ment of a uniform narcotic drug act. S. 202, to amend the law relating 
to osteopathy, proposes to authorize such persons to act as their osteo- 
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pathic physician or as osteopathic physician and surgeons upon complying 
with certain increased educational qualifications. Persons licensed to prac- 
tice as osteopathic physicians and surgeons would be entitled to use major 
operative surgery with instruments in accordance with fundamental prin- 
ciples of the osteopathic concept of health. 


Maine 

Bills Introduced.—H. 751, proposes that injured employees shall have the 
right to select any physician or surgeon authorized to practice in the state, 
the services rendered by such physician to be paid for by the employer. 
H. 1074, proposes the creation of a division of alcoholism in the state 
department of health to promote studies on alcoholism and operate pro- 
grams for the rehabilitation and care of alcoholics. H. 1111 to amend the 
law relating to the practice of osteopathy, proposes that after Oct. 1, 1953, 
osteopathic applicants must show completion of an internship in a hospital 
conforming to the minimum standards for approval of intern training hos- 
pitals of the American Osteopathic Association. Furthermore, osteopaths 
would be required, at the time of the annual renewal of their license, to 
present evidence that they have attended in the year preceding at least 
two days of five hours each an annual osteopathic educational program 
devoted to postgraduate instruction and training in osteopathy, surgery, 
and obstetrics approved by the board. 


Maryland 

Bills Introduced.—H. 312, to amend the law relating to chiropody, 
proposes to define chiropody as the diagnosis, surgical, medical or 
mechanical treatment of all ailments of the human foot. The term 
“surgical” is defined as limited to toes only; with the amputation of a 
toe or toes and the use of an anesthetic other than local prohibited. 
H. 350, proposes to make it unlawful for any employer to require any 
employee or applicant for employment to pay the cost of his medical 
examination or the cost of furnishing any records required by the employer 
as a condition of employment. S. 221, proposes to make it unlawful to 
dispense a dangerous drug except upon the written prescription of a 
practitioner licensed by law to administer such drug, with certain excep- 
tions. S. 222, to amend the law relating to barbital and other hypnotic 
drugs, proposes to authorize such drugs to be dispensed upon an oral 
prescription if the oral prescription is immediately reduced to writing 
and filed by the pharmacist. 


Massachusetts 


Bill Introduced.—H. 2347, proposes a special commission to study, rela- 
tive to creating and establishing in the city of Boston or its vicinity, a 
medical school and a dental school under the management and control 
of the board of trustees of the University of Massachusetts. 

Bill Enacted.—H. 1475, has become ch. 117 of the laws of 1953. It pro- 
vides that when an employer requires a physical examination of an 
employee, the employer shall, upon request, cause the employee to be 
furnished with a copy of the medical report following the examination, 


Minnesota 


Bills Introduced.—H. 916, proposes an enactment to a law relating to 
aid to needy individuals who are permanently and totally disabled. H. 1161, 
to amend the workmen’s compensation act, proposes to authorize em- 
ployees to select Christian Science treatment in lieu of medical treatment 
for their injuries. S. 1084, proposes the creation, in the state board of 
health, of a consultant on alcoholism to study the problem of alcoholism 
in the state including methods and facilities available for the care, custody, 
detention, treatment, employment, and rehabilitation of persons afflicted 
with alcoholism. 


Missouri 


Bills Introduced.—H. 255, proposes an act to provide for the study, 
care, treatment, and rehabilitation of persons addicted to the chronic and 
use of aleohol and to provide for the establishment and operation 
of a hospital and clinical facilities for such care and treatment. H. 276, 
proposes the creation of a state board of naturopathic examiners and 
defines naturopathy as the system of diagnosis and treatment for the pre- 
vention, alleviation, and correction of human ailments, diseases and physi- 
cal conditions by the use of natural methods consisting of physiotherapy, 
manual or mechanical manipulation, the proper use of diet, minerals, 
vitamins and other substances found in or required by the human body 
to assist nature in resisting and overcoming human elements, disease, and 
physical conditions. 


Montana 


Bills Enacted.—H. 138, was approved February 21, 1953. It makes it 
unlawful for any employer to require any employee or applicant for 
employment to pay the cost of a or the cost of 
furnishing any records of such examination as a condition of employment. 
S. J. M. 6, was approved Feb. 17, 1953. It memorializes the Congress of 
the United States to pass legislation and provides supplemental appropria- 
tion which wili afford adequate Veterans Administration facilities in 
Montana, especially in relation to treatment of tuberculosis, neuropsy- 
chiatric conditions and domiciliary care. S. 64, was approved March 2, 
1953, It provides increased preliminary educational qualifications for per- 
sons desiring to practice osteopathy. 


Nebraska 

Bill Enacted.—L. B. 70, was approved Feb. 20, 1953. It includes ma- 
ternity homes and homes for the aged within the provisions of the hospital 
licensing law. 
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New York 


Bills Introduced.—A. R. 56, proposes the creation of a special joint 
committee to make a survey and study of the social, educational, and 
physical problems of persons afflicted with cerebral palsy. A. R. 11) 
resolves that the state commissioner of health be directed to obtain 
authoritative information, medical and statistical, of the need, Practicabjl. 
ity, and estimated cost of establishing a central eye bank with those 
appropriate branches deemed necessary to give relief to blind Persons 
whose condition lends itself to corneal transplantations. A. R. 114, pro. 
poses the creation of a joint legislative committee to make a comprehensive 
and constructive inquiry into the high retail cost of eye glasses, spectacles 
and other lenses, including an examination into the laws and regulations 
that pertain to the practices of optometry and ophthalmic dispensing to the 
end that any undesirable conditions may be corrected. A. 1516, proposes 
the creation of a state board of chiropractic examiners and defines chiro. 
practic as a method of detecting and correcting, by the manual o; 
mechanical means, structural imbalance, distortion, or subluxation in the 
human body for the purpose of removing nerve interference, where such 
interference is the result of or related to distortion, misalignment, o; 
subluxations of or in the vertebral column. It does not include or permit 
the use of operative surgery, the reduction of fractures, the prescription 
or use of drugs, medicine, serums, vaccines, or hormones, the practice of 
obstetrics or the use of radiotherapy or the practice of physiotherapy, 
A. 1621 and S. 1416 propose the creation of a state commission to make 
a comprehensive study and survey of the present laws of the state goverp. 
ing the licensure of professional practice related to and including the 
diagnosis, treatment, operation, or prescription for any human disease. 
pain, injury, deformity, or physical or mental condition, and including 
the laws relating to optometry, dentistry, pharmacy, nursing, podiatry, 
osteopathy, and physiotherapy. A. 1626 and S. 1422 to amend the law 
relating to medical expense indemnity corporations, propose that the term 
“medical expense indemnity” shall consist of care provided 
through duly licensed podiatrists. It proposes further that all such plans 
shall be open to participation of duly licensed podiatrists without dis. 
crimination. A. 1946, proposes to prohibit any person obtaining or 
attempting to obtain a barbiturate, drug or preparation by fraud or deceit. 
A. 1947, proposes the creation of a state board of massotherapist ex. 
aminers and defines the practice of massage as a scientific system of 
applied activity to the muscular structures of the human body, by means 
of stroking, kneading, tapping, and vibrating of such structures with the 
hands for the cardinal purpose of improving the circulation. It excludes 
the reduction of fractures or dislocation of bone. A. 1989 and S. 1764 to 
amend the public health law, propose provisions relating to the care, 
treatment, guidance, and rehabilitation of narcotic drug users. A. 2006 
and S. 1688, propose an appropriation to the department of health for the 
conduct of experiments in detection of diseases through miultiphasic 
screening. A. 2105, proposes an appropriation to the state department of 
health for conducting a pilot experiment in the physical rehabilitation of 
older persons in old age homes, nursing homes, or hospitals and a com- 
munity demonstration project in physical rehabilitation in a small and 
moderate-sized community. A. 2282, proposes to authorize insurance com- 
panies to enter into contracts with duly licensed dentists or with partner- 
ships of duly licensed dentists to provide dental service benefits to persons 
insured by it. A. 2288 and S. 2114 to amend the education law, propose 
to require physicians appointed as a member of any staff of a hospital, 
except an intern or a physician who is a full-time employee of t’.. state or 
a municipality in a hospital or institution under the supervision of a duly 
licensed physician, to obtain a temporary certificate issued by the depart- 
ment certifying that he is eligible for admission to the medical licensing 
examination. Such certificates would be valid for a term not to exceed 
two years but could be renewed at the discretion of the board of regents 
upon grounds satisfactory to them. A. 2289 and S. 2112 to amend the 
education law, propose to authorize the revocation of a physician's 
license on the ground that he has been guilty of unprofessional conduct. 
A. 2357 and S. 2115 propose to authorize applicants for a license to 

physiotherapy to so practice in a hospital or public health agency 
for a period of not longer than six months from the date of the receipt of 
the application for a license. A. 2457, proposes to make it unlawful for 
any employer to require any employee or applicant for employment to 
pay the cost of a medical e or the cost of furnishing any records 
required by the employer as a condition of employment. A. 2461 and 
S. 1970 propose the creation of a temporary state commission to make a 
comprehensive study and survey of the existing facilities, public and 
private, in the state, for the study and treatment, prevention, early diag- 
nosis, after-care, and rehabilitation of all forms of heart disease, the 
prevalence of such disease within the state, and any other pertinent facts 
relating to heart disease of which the governor and legislature should be 
informed for purposes of legislation. A. 2615 and S. 2592, propose that 
no person who is blind but otherwise qualified shall be denied the right 
to practice osteopathy, provided that he shall not be permitted to per- 
form any act of surgery. A. 2716, A. 3046 and S. 2131, propose to require 
membership corporations organized for the purpose of furnishing medical 
care to provide such care through duly licensed physicians of the sub- 
scribers’ choice, whether or not such physicians are designated or approved 
by the corporation. A. 2723 and S. 2457, propose to make it unlawful 
for any employer to require any employee or applicant for employment 
to pay the cost of a medical examination or the cost of furnishing any 
records required by the employer as a condition of employment. A. 2785, 
proposes to authorize the state board of medical examiners to examine 
and license naturopaths. The proposal does not define naturopathy but it 
does provide that a naturopath would not be permitted to administer oral 
toxic drugs or perform major surgery. A. 2845, to amend the education 
law relating to fee splitting, proposes that such laws shall not apply where 
a physician has participated in the rendering of medical and/or surgical 
care, in which event such participation shall be certified by the physician 
and the fee therefor be commensurate with the services rendered, and 
further that the patient to whom such medical and surgical care shall 
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have been rendered shall be advised of the participation and of the dis- 
tribution of the fee therefor. A. 2861, proposes that in the case in which 
a state political subdivision contributes part or all of the cost for medical 
or dental expense indemnity or hospital service, the subscriber shall have 
the right to select for such expense indemnity or service any nonprofit 
medical care plan authorized and approved by the superintendent of 
insurance. A. 2911, to amend the education law relating to the practice 
of physiotherapy, proposes to authorize a person to practice physiotherapy 
under supervision of a duly incorporated hospital or clinic, public health 
agency or in the office of a licensed physician or a licensed physiotherapist 
for a period of not longer than six months pending the granting or denial 
of his application for a license. A. 2914 and S. 2650, propose the crea- 
tion of a temporary commission to study methods through which voluntary 
health, accident, hospital, and surgical insurance can be extended to the 
greatest number of persons in the state of New York. A. 3104 and S. 2478, 
propose to make it a misdemeanor for a physician or surgeon or person 
practicing as such to use sodium pentothal as an anesthetic on a child 
under 16 years of age. A. 3121 and S. 2659, propose to define the prac- 
tice of medicine as including diagnosing and treating mental conditions. 
§. 1525, proposes to authorize the state commissioner of education to 
appoint a supervisor of operators of shoe fitting fluoroscopy apparatus 
and proposes regulations for the licensing of operators of such apparatus. 
S. 1694, proposes the creation of an adult hygiene and geriatrics division 
in the department of health to improve and protect the health and vitality 
of middle-aged and elderly citizens. S. 1961, proposes to require appli- 
cants for a chauffeurs’ license to present a certificate from a duly licensed 
physician stating that the applicant has been examined and found mentally 
and physically competent to operate a motor vehicle. S. 1973, proposes that 
any person who operates a motor vehicle in the state shall be deemed to have 
given his consent to a chemical test of his breath, blood, urine, or saliva 
for the purpose of determining the alcoholic content of his blood, provided 
that such test is administered at the direction of a police officer having 
reasonable grounds to suspect such person is under the influence of intoxi- 
cating liquor. If such person refuses to submit to such test, the test shall 
not be given but the commissioner shall revoke his license or permit to 
drive. The proposal further provides that only a duly licensed physician 
acting at the request of a police officer can withdraw blood for the purpose 
of determining the alcoholic content therein, but this limitation shall not 
apply to the taking of a urine, saliva, or breath specimen. S. 2116, pro- 
poses to authorize applicants for a license to practice physiotherapy to so 
practice under supervision in a duly incorporated hospital, clinic, public 
health agency or office of licensed physician or licensed physiotherapist or 
in the civil service of the state or in a political subdivision thereof, 
pending the granting of his application, for a period of not longer than 
six months from the date the department acknowledges receiving his 
application in proper form. S. 2130, proposes that in any case in which 
the state or political subdivision contributes all or part of the cost for 
medical or dental expense indemnity or hospital service, the subscriber 
shall have the right to elect for such expense indemnity or service any 
nonprofit medicai care plan authorized under the law. S. 2390, proposes to 
add to the membership of the advisory council three licensed practical 
nurses nominated by the Practical Nurses of New York, Inc. S. 2653, 
proposes to authorize the use of the injunctive process to enjoin or restrain 
commission or continuance of commissions of the medical practice act. 
S. 2655, to amend the workmen’s compensation law proposes that when- 
ever a physician of an injured employee is required to attend a hearing 
he shall be entitled to receive his fee from the employer or carrier in an 
amount fixed by the board. S. 2735, proposes to authorize the inclusion 
of care provided through duly licensed dentists in medical expense indem- 
nity coverage. 


Nevada 


Bills Introduced.—A. 282, proposes that in the management of a public 
hospital no discrimination shall be made against practitioners of any 
regular school of medicine and surgery or osteopathy and surgery recog- 
nized by the laws of Nevada and that all such regular practitioners shall 
have equal privileges in treating patients in said hospital. A. 283, pro- 
poses a repeal of the basic science law. A. 286, proposes to designate the 
Nevada Cancer Control, Inc., a Nevada corporation, as an agent of the 
state to consult with physicians and other experts or nonexperts with a 
view to establishing and designating a minimum standard for the conduct 
and equipment of cancer units in such parts of the state as may, in the 
opinion of the agent, be deemed most advantageous to the public health. 
A. 297, proposes the creation of a state licensing board for the healing 
arts to have the exclusive power and authority to issue all licenses author- 
izing a licensee to practice the healing art of any branch thereof in the 


| State of Nevada. S. 133, proposes conditions under which other textbooks 


may be used as evidence in court hearings in malpractice cases. 


North Carolina 


Bills Introduced.—H. 336, proposes the creation of a state board of 
naturopathy examiners. The proposal defines naturopathy as the use and 
Practice of psychological, mechanical, and health sciences to aid in 
purifying, cleansing, and normalizing human tissues for the preservation 
or restoration of health, according to recognized fundamental principles 
of anatomy, physiology, and applied psychology, as may be required. 
Naturopathic practice employs among other agencies heat, light, water, 
electricity, psychology, diet, massage, and other manipulative methods. 
These agencies are more familiarly known as psychotherapy, hydro- 
therapy, suggestotherapy, mechanotherapy, phytotherapy, biochemistry, ex- 
ternal appliances, mechanical and electrical appliances, first aid, sanitation, 
heliotherapy, and dietetics; provided, however, that nothing contained in 
this act shall be held or construed to authorize any naturopathic physician 
to practice materia medica or surgery or obstetrics. H. 531, proposes to 
extend the coverage of the hospital licensing act so as to require the 
licensing of convalescent homes. 
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Ohio 

Bills Introduced.—H. 30, proposes that persons violating the narcotic 
drug act in relation to a minor may be imprisoned for life, unless the 
jury recommends mercy. H. 208, proposes to authorize the attorney general 
to make a comprehensive study of the existing provisions of law relating 
to the control of narcotics and their use. H. 212, proposes that for third 
or subsequent violations of the narcotic drug act the imposition or execu- 
tion of sentence shall not be suspended and probation shall not be granted. 
H. 232, proposes the creation of an Ohio state board of 
examiners and defines chiropractic as the practice of the science of diag- 
nosing and treating human ailments by manipulation and adjustment by 
hand of the spine and other structures of the body and the use of physic- 
therapeutic, dietetic, sanitary, and hygienic methods as taught in the school 
of chiropractic science and practice and approved and recognized by the 
Ohio State Board ‘of Chiropractic Examiners. The practice of chiropractic 
would not include the treatment of venereal @': ases, the treatment of 
contagious or communicable diseases requiring segregation, the injection 
of any drugs, the use of any drugs for which the law provides a pre- 
scription, the administration of anesthetics, the use of x-ray, radium or 
radioactive substances for therapeutic purposes, or the performance of 
surgery. 


Oklahoma 


Bills Introduced.—H. J. R. 530, proposes the creation of a joint com- 
mittee to study problems in the care of senile persons and to prepare plans 
to relieve the state of such problems in the care of such persons. H. 846, 
proposes the enactment of a mental health law. H. 863, proposes to 
authorize the state board of medical examinations to appoint a physical 
therapy examining committee to examine and license applicants desiring to 
practice physical therapy, which is defined to mean any professional service 
requiring special education, knowledge, and skill in the treatment of 
bodily conditions of any person by the use of the physical, chemical and 
other properties of heat, light, water, electricity, massage, and therapeutic 
exercise, which includes posture and rehabilitation procedures. The use 
of roentgen rays for diagnostic and therapeutic purposes, radium for 
therapeutic purposes, and the use of electricity for surgical purposes, in- 
cluding cauterization, would not be permitted under this proposal. H. 874, 
proposes the enactment of an Oklahoma hospitalization act to provide a 
uniform integrated program and system for providing hospital and medical 
services for indigent adults and indigent obstetric cases. S. 234, proposes 
the creation of a state board of for professional sanitarians 
to establish and protect the professional status of persons whose duties 
in environmental sanitation call for knowledge of the physical, the 
biological, and the social sciences. S. 244, proposes the creation of a 
state board of naturopathy and defines naturopathy as the diagnoses and 
practice of physiological and material science of healing, to aid in the 
purifying, cleansing, and normalizing human tissues for the preservation 
or restoration of health; such as, mechanotherapy, articular manipulation, 
corrective orthopedic gymnastics, neurotherapy, psychotherapy, hydro- 
therapy, mineral baths, electrotherapy, chromotherapy, vibrotherapy, thala- 
motherapy, and dietetics, which shall include the use of foods of such 
biochemical tissue-building products and cell salts as are found in the 
normal body; and the use of vegetable oils and dehydrated and pulverized 
fruits, flowers, seeds, barks, roots, and vegetables compounded and 
uncompounded and in their natural state; and, added to the above defini- 
tion, will include all methods now in use, as physiotherapy, Indian herb, 
herb and simple remedy doctoring, physical culture, gyneacoloty, auto- 
biochemistry, colonic therapy, and scientific massage, and such methods 
as are taught in standard schools of naturopathy. Nothing in this proposal 
would authorize naturopaths to practice materia medica or surgery. 
S. 246, proposes to authorize the state board of medical examiners to 
appoint a physical therapy examining committee to license applicants 
desiring to practice physical therapy. Physical therapy is defined by the 
proposal to mean any professional service requiring special education, 
knowledge and skill in the treatment of bodily conditions of any persons 
by the use of the physical, chemical and other properties of heat, light, 
water, electricity, massage, and therapeutic exercise, which includes 
posture and rehabilitation procedures. The use of roentgen rays for diag- 
nostic and therapeutic purposes, radium for therapeutic purposes, and the 
use of electricity for surgical purposes, including cauterization, would not 
be permitted. 


Pennsylvania 

Bills Introduced.—H. 155, proposes to require that one doctor of oste- 
opathy licensed to practice osteopathy in Pennsylvania be a member of the 
advisory health board. H. 183, proposes the enactment of a disability 
benefits law. H. 184, proposes the enactment of a temporary disability 
benefit act. H. 188, proposes the enactment of a permissive sterilization 
act permitting, under certain circumstances, the sterilization of a mental 
defective, who is defined as a person whose mental development is so 
retarded that he has not acquired enough self-control, judgment, or dis- 
cretion to manage himself and his affairs and for whose welfare, or that 
of others, supervision, guide, care, or control are necessary or advisable. 
S. 185, proposes the enactment of a practical nurse licensing law. The 
practice of practical nursing is defined as the performance of such duties 
as are required in the physical care of a patient and in carrying out of 
medical orders as prescribed by a licensed physician requiring an under- 
standing of nursing not requiring professional nursing service. S. 209 
and S. 210, propose to authorize the department of public instruction to 
examine and license masseurs. S. 230, proposes an appropriation to the 
trustees of the University of Pennsylvania for the general maintenance of 
and for research in the school of medicine of the university and the pur- 
chase of such apparatus and equipment as may be necessary for such 
purpose. 
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MEDICAL NEWS 


CALIFORNIA 
Symposium on Cardiac Arrest.—The Ear, Nose and Throat 
Section of the San Francisco Medical Society will hold a 
symposium on cardiac arrest March 24, 8:15 p. m., at the 
society’s headquarters, 2180 Washington St. The following 
program will be presented by San Francisco physicians: 

Cardiac Arrest from the Standpoint of the Otolaryngologist, with Case 

Presentation, Robert J. Forbes. 
Management of Cardiac Arrest, Louis G. Brizzolara. 
Etiology and Prevention of Cardiac Arrest, Philip J. Bailey (by invitation). 


Lumber Town Needs Physician.—Tuolumne City, about 13 
miles from Sonora, needs a physician. The town is offering 
a four room office free, the purchase of necessary equipment, 
and a reasonably new home at $60 a month. Treatment of 
industrially injured employees of a lumber mill is said to 
bring an income from Workmen’s Compensation insurance 
carrier of more than $450 a month. Direct inquiries to R. H. 
Quigley, 22 Battery St., San Francisco, or Mr. Fred Ellis, 
President, West Side Lumber Company, Tuolumne City. 





DISTRICT OF COLUMBIA 
Kellogg Lectures.—Members of the Medical Society of the 
District of Columbia are invited to the Kellogg lectures, spon- 
sored by the George Washington University School of Medi- 
cine, Washington, D. C., which will be presented in Hall A, 
1335 H St. N.W., at 8:30 p. m.: 
March 23, Electrolyte Disturbances in Clinical Practice, George T. 
Harrell Jr., Winston-Salem, N. C. 
March 26, Clinical Influences in Health and Disease, Clarence A. Mills, 
Cincinnati. 


Dr. Nicholson Honored.—Dr. Margaret Mary Nicholson, 
clinical professor of pediatrics at the George Washington Uni- 
versity School of Medicine, Washington, D. C., since 1930, 
was recently honored at the annual banquet and alumni re- 
union of the University Medical Society, which named her as 
the first woman to receive its award of merit, given annually 
for outstanding scientific accomplishment, academic attain- 
ment, and service to the society and the community. In 1950 
Dr. Nicholson was chairman of the A. M. A. Section on 
Pediatrics, a group she served as secretary the three years 
preceding. In 1950 she was the A. M. A. Delegate to the 
International Pediatrics Congress in Zurich. 


ILLINOIS 

Heart Bulletin—Through the cooperation of the Chicago 
Health Department and the Chicago Heart Association, physi- 
cians in the Chicago area will receive during 1953 a fully paid 
subscription to the bimonthly Heart Bulletin. This project has 
been made possible by a grant of Federal Heart Control funds 
from the state department of public health to the Chicago 
Board of Health. 


Personal.—Dr. James N. Waggoner, Western Springs, has been 
appointed assistant district medical manager for United Air 
Lines at Chicago. Dr. Waggoner, a Naval Air Corps veteran 
with two years’ Korean service, was formerly a flight surgeon. 
Dr. Fred P. Long, health officer for the Peoria City Health 
Department, has been appointed health officer for the Peoria 
County Health Department. Dr. James H. Wells, formerly 
affiliated with the Christian County Health Department in Hop- 
kinsville, Ky., has been appointed health officer of the Egyptian 
Health Department, composed of Saline, White, and Gallatin 











Physicians are invited to send to this department items of news of general 
interest, for example, those relating to society activities, new hospitals, 
education and public health. Programs should be received at least three 
weeks before the date of meeting. 





counties—-—-Dr. Louis B. Newman, chief, physical medicine 
and rehabilitation service, VA Hospital, Hines, recently |ec- 
tured at the Louisiana State University School of Medicine, 
New Orleans, on “Significance of Physical Medicine and Re- 
habilitation.” 


Chicago 

Society News.—The Chicago Society of Physical Medicine and 
Rehabilitation will meet at the Vaughan Theater, building 170, 
VA Hospital, Hines, Ill., March 25 at 8 p. m., to hear a 
discussion on “Physical Medicine and Rehabilitation in Tuber- 
culosis and Thoracic Surgery.” 


Gynecology Conferences.—On March 25 Dr. Augusta Webster 
will speak on “Hydatid Mole and Chorinoepithelioma” in the 
Morgue Amphitheatre of Cook County Hospital where on 
alternate Wednesdays at 11 a. m. gynecology conferences are 
being sponsored by the departments of gynecology and ob- 
stetrics of the hospital. Physicians and students are welcome. 


Research Grants.—Research grants totaling $24,105 were an- 
nounced recently by Dr. John J. Sheinin, president of the 
Chicago Medical School. James G. Shaffer, D.Sc., head of the 
department of microbiology and public health, has received 
$10,098 from the U. S. Public Health Service for “Studies on 
the Growth Requirements of Endamoeba Histolytica.” Dr. 
Piero P. Foa, professor of physiology and pharmacology, has 
been granted $7,635 from the Office of Naval Research, 
Department of the U. S. Navy, for a study of pancreatic physi- 
ology. Dr. Israel Davidsohn, professor of pathology, has re- 
ceived a renewal of $6,372 from the U. S. Public Health 
Service for continued work in “Hemolytic Anemia; Immuno- 
hematologic Studies.” 


KENTUCKY 

Samuel Gross Lectureship.—On March 23 in the amphitheater 
of Louisville General Hospital, Dr. Lester R. Dragstedt, Chicago, 
will deliver the Samuel Gross lectureship sponsored by Phi 
chapter of Phi Delta Epsilon fraternity. He will speak on “Recent 
Studies on the Physiology of Gastric Secretions and the Peptic 
Ulcer Problem.” 


Farm and Home Convention.—About 2,000 Kentucky farm 
people heard Mr. Aubrey D. Gates, field. director, A. M. A. 
Council on Rural Health, and Miss Charlotte Rickman, rural 
health consultant of the Medical Society of North Carolina, 
speak recently at the annual Farm and Home Convention at 
Lexington. The convention, which was sponsored by the 
University of Kentucky College of Agriculture and Extension 
Service, also presented a skit directed by Dr. David G. Miller, 
Morgantown, which showed how a local rural health council 
could be organized. 


LOUISIANA 

Grants for Cardiac Research.—The Louisiana Heart Associ- 
ation will welcome requests for grants-in-aid for research in 
cardiovascular disease and in related fields. Applications should 
be addressed before April 1 to Dr. Russell L. Holman, Chair- 
man, Research & Fellowship Committee, Louisiana Heart 
Association, Inc., Room 301, Balter Bldg., New Orleans. 


MASSACHUSETTS 
Society News.—‘“Three Views of American Medicine” will be 
presented before the Norfolk District Medical Society at the 
Boston Medical Library at 8:30 p. m., March 24, by Dr. 
Donald M. Clark, Peterborough, N. H.; Dr. Philip D. Bonnet, 
administrator, Massachusetts Memorial Hospitals, Boston; and 
Mr. John R. Quarles, trustee, New England Medical Center, 
Boston. 
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Cutter Lecture.—A. Bradford Hill, Ph.D., professor of medical 
statistics at the London School of Hygiene and Tropical Medi- 
cine, will deliver the Cutter lecture on preventive medicine at 
the Harvard Medical School, Boston, March 25, on “Ob- 
servation and Experiment.” 


MICHIGAN 

Public Health Conference——The School of Public Health, 
University of Michigan, Ann Arbor, will hold its first Citizens 
Public Health Conference, March 25-26. Dr. Albert E. Heustis 
of the Michigan Department of Health, Lansing, will deliver 
the dinner address on Wednesday at 6:30 p. m. in the Michi- 
gan Union. Other physicians participating in the program are 
Drs. John K. Altland, Lansing, William C. Harrison, Escanaba, 
David Littlejohn, Eloise, Vergil N. Slee, Hastings, and Oscar 
D. Stryker, Mount Clemens. 


MISSOURI 

Dr. Post Retires as Department Head.—The department of 
ophthalmology, Washington University School of Medicine, St. 
Louis, has completed plans for recognition of the retirement, 
as head of the department, of Dr. Lawrence T. Post, who has 
held that position for 20 years. On March 27 the Midwestern 
Section of the Association for Research in Ophthalmology will 
hold its scientific session at the school, and that evening Dr. 
Post will be the guest of honor of the St. Louis Ophthalmic 
Society. On March 28 a testimonial dinner will be held at the 
Park Plaza Hotel. All interested are invited to attend the 
scientific sessions and dinner. Reservations for the dinner should 
be made through the Department of Ophthalmology, Wash- 
ington University School of Medicine, 640 S. Kingshighway 
Blvd., St. Louis 10. 


NEW YORK 

Society News.—The Kings County Radiological Society will 
meet March 26, 9 p. m., at the Kings County Medical Society 
Building (1313 Bedford Ave., Brooklyn), when Dr. Jacob 
Buckstein, assistant professor of clinical medicine, Cornell 
University Medical College, will present “The Gastroenterolo- 
gist Looks at the Hypopharynx.” Members of the profession 
are invited. 


Broadcast “Doors That Never Close.”—The Rochester General 
Hospital is broadcasting a program entitled “Doors That 
Never Close,” Monday evenings over Station WARC at 8:15 
p. m. The first program dealt with the history of the general 
hospital from its beginnings in 1847. The next three broad- 
casts were about the prenatal clinic, maternity department, and 
the premature infant care center. Other forthcoming programs 
will cover all other departments of the hospital, in order to 
interpret to the public the scope of the hospital’s service. The 
programs consist of interviews with physicians, nurses, and 
other personnel, and, in some cases, interviews with patients. 


New York City 

Funk Research Laboratory.—The new chemical research 
laboratories at the Funk Foundation for Medical Research are 
named for Casimir Funk, Ph.D., who coined the word vitamin 
in 1912, Dr. Funk will continue to direct various research 
programs. Dr. Louis H. Bauer, Hempstead, Long Island, 
President of the American Medical Association, was the guest 
speaker. 


Cancer Services.—Manhattan and Bronx physicians may now 
obtain directly from the New York City Cancer Committee, 
7 E. 52nd St., (1) hormones for easing the pain of advanced 
breast and prostatic cancer and (2) visiting nurse services for 
cancer patients. There will be no charge for patients who cannot 
afford to pay. The Visiting Nurse Service of New York has 
agreed to give nursing service in the home. 


Rehabilitation Reference Center—A March of Dimes grant of 
$23,145 has been made to enable the New York University- 
Bellevue Medical Center to continue its reference center for 
information on appliances for handicapped persons. The center, 
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which was established in 1949 with March of Dimes aid, will 
continue under the direction of Dr. Howard A. Rusk, under 
whose supervision loose-leaf manuals on self-help aids have been 
distributed to hospitals, agencies, and professional persons con- 
cerned with the welfare of the handicapped. 


OHIO 

Rheumatoid Arthritis—On March 26, at 3:30 p. m., Dr. 
Donald L. Rose, director, department of physical medicine, 
University of Kansas Medical Center, Kansas City, Kan., will 
address the staff conference of VA Hospital (Crile), Cleveland, 
meeting in ward 25B, on “Rehabilitation of Hand Function 
in Rheumatoid Arthritis.” 


Narcotic Violation.—Dr. Lee Spitler Lenz, Dayton, was con- 
victed in the U. S. District Court at Cincinnati for violation 
of the federal narcotic law. On Jan. 30 he was sentenced for 
a period of two years and was fined $4,000. Sentence was 
suspended, and he was placed on probation for two years. 
The judge directed that he never reregister under the federal 
narcotic law. 


Academy Meetings in Cleveland.—Dr. William Bennett Bean, 
professor of medicine, State University of lowa College of 
Medicine, Iowa City, addressed the Academy of Medicine of 
Cleveland, March 20, on “Medical Manners and Morals.” 
On March 23, 8:15 p. m., in the Herrick Room, Medical 
Library, the industrial medicine section of the academy will 
present a discussion on “What the Doctor Should Know 
About Ohio Compensation Laws” by Mr. W. C. Hartman of 
Squire, Sanders and Dempsey, law firm. On March 24 (same 
time and place) the obstetric and gynecologic section will hear 
Dr. Stanley M. Goldhamer, Cleveland, discuss “Anemias of 
Pregnancy” and Drs. Mortimer L. Siegel and Bernard L, 
Brofman, Cleveland, on “Heart Disease and Pregnancy.” 





OKLAHOMA 

Surgeons Meet in Oklahoma City.—A sectional meeting of the 
American College of Surgeons will be held at the Oklahoma 
Biltmore Hotel, Oklahoma City, March 24-25. Dr. John V. 
Goode, Dallas, will discuss “Growth Characteristics of Mam- 
mary Cancer” at the opening session. A symposium on trauma, 
presented by medical officers of Brooke Army Hospital, Fort 
Sam Houston, Texas, will follow. The afternoon session will 
comprise panel discussions on backache (2 p. m.) and appen- 
dicitis and complications (3:30 p. m.). The dinner meeting 
(6 p. m.) will be addressed by Dr. Harold L. Foss, Danville, 
Pa., president of the college. Following the dinner, Dr. Howard 
E. Snyder, Winfield, Kan., will preside at a symposium on 
cancer with the following physicians participating: R. Russell 
Best, Omaha, Nathan K. Jensen, Minneapolis, and Joe M. 
Parker, Oklahoma City. The afternoon session on Wednesday 
will open with a panel discussion on anesthesia, followed by 
a@ symposium on gynecology with Drs. Willard M. Allen, St. 
Louis, James S. Krieger, Cleveland, and Henry G. Bennett Jr., 
Oklahoma City, as collaborators. 


OREGON 

Meeting of Oto-Ophthalmologists——The Oregon Academy of 
Ophthalmology and Otolaryngology will hold its spring con- 
vention in Portland, March 23-27, the sessions on ophthal- 
mology meeting on Monday, Tuesday, and Wednesday morn- 
ing and those on otolaryngology on Wednesday afternoon, 
Thursday, and Friday. Guest speakers include: Dr. Hermann 
M. Burian, State University of lowa College of Medicine, lowa 
City; Dr. Harold G. Scheie, University of Pennsylvania School 
of Medicine, Philadelphia; Dr. Kenneth M. Day, University of 
Pittsburgh School of Medicine; and Dr. Jerome A. Hilger, 
University of Minnesota Medical School, Minneapolis. The 
fourth John E. Weeks memorial lecture in ophthalmology will 
be delivered by Dr. Burian. Information may be obtained from 
Dr. David D. DeWeese, Secretary, 1216 S. W. Yamhill St., 
Portland 5. 
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PENNSYLVANIA 
Cancer Day Program.—The Cancer Control Commission of 
the Philadelphia County Medical Society has announced its 
annual Cancer Day program, April 22, to be given at 301 
S. 21st St., Philadelphia. Moving pictures and exhibits will be 
shown (3-4 p. m.) preceding a panel on diagnostic methods, 
with Dr. Harry S. Dion as moderator for the following 
presentations: 
Skin Cancer and Melanoma, Carmen C. Thomas, Robert Robbins, Phila- 
delphia, and Theodore R. Miller, New York. 
Pelvic Cancer, Lewis C. Scheffey, Philadelphia. 
Bladder Cancer, Boland Hughes, Philadelphia. 


Dinner will precede the following symposium on blood can- 
cer (8-10 p. m.), which will be moderated by Dr. N. Volney 
Ludwick, Philadelphia: 

Problems in Diagnosis, William Dameshek, Boston. 

Radiation Therapy and Diagnosis, Harold W. Jacox, New York. 

Problems in Therapy, David A. Karnofsky, New York. 


Philadelphia 

Lecture on Antibiotics.—Benjamin M. Duggar, Ph.D., discoverer 
of aureomycin, will deliver the first annual Julius W. Strummer 
memorial lecture of the Rho Chi Honorary Pharmaceutical 
Society at the Philadelphia College of Pharmacy and Science, 
8 p. m., March 25. The lecture “Antibiotics Today; Procedures 
in the Development of a New Antibiotic” will be given in the 
auditorium of the college at 43d Street and Kingsessing Avenue. 
Physicians, pharmacists, chemists, biologists, and any others 
interested in the medical sciences are welcome. 


Personal.—Dr. Henry J. Tumen was recently elected a mem- 
ber of the American Board of Internal Medicine for a period 
of five years. Dr. Martin C. Sampson, instructor of medi- 
cine, University of Pennsylvania School of Medicine, has 
joined the medical staff of Smith, Kline & French Labora- 
tories. Dr. Walter P. Havens recently participated in a 
symposium on “Differentiation in Infectious Diseases” before 
the faculty of the University of Puerto Rico School of Medi- 
cine and the Medical Association of Puerto Rico. Dr. 
F. William Sunderman, director, division of metabolic re- 
search, Jefferson Medical College and Hospital, has been 
appointed consultant in clinical investigation at the Abington 
(Pa.) Memorial Hospital. 











TEXAS 

John O. McReynolds Lecture.—The annual John O. Mc- 
Reynolds lecture at the University of Texas Medical Branch, 
Galveston, will be given March 31 by Dr. Frederick C. Cordes, 
professor of ophthalmology at the University of California 
Medical School, San Francisco, who will discuss “The Evaluation 
of Vision in the Diabetic.” 


Student Art Exhibit—A medical student graphic art exhibit 
was held during February at the University of Texas Medical 
Branch, Galveston, with seven students participating in a 
showing of oil paintings, water colors, pen and ink drawings, 
and lithographs. The exhibit was arranged under the auspices 
of the Galveston Art League, for the purpose of assisting 
students to appreciate the value of painting as a hobby. 


VERMONT 
Surgical Meeting.—The section on surgery of the Vermont 
State Medical Society will meet in Barre at the Hotel Barre, 
March 26, at 2 p. m., when the program will include the 
following papers: 

Gastrointestinal Bleeding, W. Herbert Johnston, Montpelier. 

Felty Syndrome: One Case, George V. Goodwin, Montpelier. 

Case Report, Joseph A. Wark, Barre; Pulmonary Carcinoma, Donald B. 

Miller, Burlington. 
Low Transverse Cesarean Section, Ransom E, Tucker, Randolph. 
A Year of Major Surgery in a Small Hospital, John H. Woodruff, Barre. 


At the dinner at 6:30 p. m., Dr. Orvar Swenson, Boston Float- 
ing Hospital, will discuss “Common Surgical Conditions in 
Surgical Pediatrics.” 
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GENERAL 
Thoracic Surgeons Meet in California.—The American Associ- 
ation for Thoracic Surgery will hold its annual meeting 
March 27-30 at the Fairmont Hotel, San Francisco, under 
the presidency of Dr. Robert M. Janes, Toronto, Canada, 
who will deliver the presidential address Saturday at 3 p. m. 
Thirty-three papers will be presented, and 10 will be read by 
title. 


Imposter Arrested.—According to the Associated Press, Theo- 
dore R. Byrd Jr., one of the F. B. I.’s “10 most wanted 
fugitives,” who was said to have passed more than $40,000 
worth of bad checks while posing as a Chicago physician or 
naval officer, was seized in El Reno, Okla., Feb. 21. He was 
said to have had on his person identification as a Chicago 
physician as well as an elaborate outfit of hypodermic needles, 
Bond was set at $50,000. 


Are You Going to Beirut?—The State Department, Washing- 
ton, D. C., is interested in contacting a physician who expects 
to be near Beirut, Lebanon, April 17-19, when the Middle East 
Medical Symposium will be held at the University of Beirut. 
Physicians intending to be in Europe or the Near East at this 
time are requested to get in touch immediately with Miss 
Margaret McDonald, I. E. S., State Department, Washington, 
D. C. (telephone, REpublic 7-5600, Ext. 2539 or 3709). 


Proctologists Meet in Winston-Salem.—The spring meeting of 
the Piedmont Proctologic Society will be held at the Robert E. 
Lee Hotel, Winston-Salem, N. C., March 28. The following 
officers will preside at the business meeting in the morning: 
president, Dr. Charles S. Diummond, Winston-Salem, N. C., 
vice-president, Dr. Edgar Boling, Atlanta, and secretary- 
treasurer, Dr. B. Richard Jackson, Raleigh, N. C. The after- 
noon session will be a scientific meeting, at which Dr. Rufus 
C. Alley, Lexington, Ky., and Dr. J. Grady Booe, Bridgeport, 
Conn., will be the principal speakers, and a general symposium 
on hemorrhoidectomy technique will be held. 





Meeting on Physical Education.—The Central Association for 
Physical Education of College Women will meet at the Hotel 
Cateract, Sioux Falls, S. D., March 25-28. Presentations will 
include “Physical Education in Development of Mental 
Health,” Dr. Roy C. Knowles, Sioux Falls; “Modern Trends 
in School Health Education,” Fred V. Hein, Ph.D., American 
Medical Association, Chicago; “Athletic Injuries—Recognition, 
Emergency Treatment, Definitive Treatment, and Prevention,” 
Dr. Don H. Manning, VA Center, Sioux Falls; “The Rising 
Tide,” Clifford L. Brownell, Ph.D., New York; and “Signifi- 
cance of Recent Research Developments in Medical Bacteri- 
ology,” Charles D. Cox, Ph.D., University of South Dakota 
School of Medical Sciences, Vermillion. 


General Practitioners Meet in St. Louis——The American 
Academy of General Practice will hold its annual assembly 
March 23-26 at Kiel Auditorium, St. Louis. Among the 
presentations are the following: 


Somatic Types in General Practice, Howard B. Sprague, Boston. 

Management of Common Eye Conditions, J. Hewitt Judd, Omaha. 

Cystoscopic Diagnosis, Elmer Hess, Erie, Pa. 

Common Gynecologic Problems in General Practice, Walter J. Reich. 
Chicago. 

Management of Thyroid Diseases, Richard B. Cattell, Boston. 

Diagnosis, Treatment of Peripheral Vascular Diseases, Meyer Naide, 
Philadelphia. 

Medical Management of Cardiac Emergencies, Thomas M. Durant, 
Philadelphia. 


At the annual banquet on Wednesday Dr. Ulrich R. Bryner 
of Salt Lake City will be installed as president. The banquet 
speaker will be Mr. Leonard E. Read of Irvington-on-the- 
Hudson, N. Y., president of the Foundation for Economic 
Education, Inc. Special trains and planes have been scheduled 
after the St. Louis session to take physicians to Mexico City 
for the first International Congress of General Practice, which 
opens April 1. The one day clinical meeting there is being 
sponsored jointly by the American Academy of General 
Practice and the Academia Nacional de Medicina de Mexico. 
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Civil Service Positions Available in New York.—The Civil 
Service Commission of the City of New York invites physi- 
cians to apply for the examination for surgeon (police depart- 
ment), medical officer (fire department), and medical examiner 
(department of sanitation). Part-time positions are available 
with salaries of $6,880, including $730 cost-of-living bonus in 
police and fire departments, and $6,095, including $695 
cost-of-living bonus in the department of sanitation. Require- 
ments include the degree of doctor of medicine, one year of 
approved internship, one year of approved residency in medi- 
cine or surgery, and five years of experience in the practice 
of medicine or surgery of a character to qualify for the follow- 
ing duties, two years of which must have been on the inpatient 
visiting service of an approved hospital, or a satisfactory 
equivalent: to examine and give medical and surgical care to 
members of the police, fire, and sanitation departments; deter- 
mine the validity of absences for illness; render emergency 
aid; recommend extension of disability periods; and perform 
such other medical work as may be directed by the commis- 
sioner or medical director of the respective departments. 
Applications will be issued and received in person or by mail 
from April 8 to 30 at the Municipal Civil Service Commission, 
96 Duane St., New York. 


Surgeons Meet in Los Angeles——The American College of 
Surgeons will hold a sectional meeting jointly with the South- 
ern California chapter of the college at the Hotel Statler, 
Los Angeles, March 30-31. Preceding luncheon on Monday, 
Dr. Carl A. Moyer, St. Louis, will discuss “Some Physiologic 
Bases of Pre- and Postoperative Care,” and after luncheon 
there will be a panel discussion on preoperative and post- 
operative care. This meeting will be followed by a panel 
discussion on “Blood Transfusions: Uses and Abuses.” The 
afternoon session will conclude with a symposium on gynecol- 
ogy (4-5:30 p. m.). At the dinner Dr. Harold L. Foss, Dan- 
ville, Pa., president of the college, and Dr. Paul R. Hawley, 
director, will speak. After dinner a symposium will be. held 
on “Recent Developments in Antibiotic Therapy.” On Tuesday 
Dr. James T. Priestley, Rochester, Minn., will speak on “Pan- 
creatitis” at 11:30 a. m. and will act as moderator at the 
panel discussion on “Surgical Lesions of the Pancreas,” which 
follows. Collaborators in this panel include Drs. Carleton 
Mathewson Jr., San Francisco, Walter G. Maddock, Chicago, 
and Jonathan E. Rhoads, Philadelphia. At 2:30 p. m. at a 
symposium on trauma, Drs. Robert R. Kennedy, Sag Harbor, 
N. Y., Alfred Blalock, Baltimore, and Frederick A. Coller, 
Ann Arbor, Mich., will speak. A panel discussion on “Tumors 
of the Breast” (4 p. m.) will be participated in by Drs. H. 
Glenn Bell, San Francisco, Isaac Y. Olch, Los Angeles, and 
William C. White, New York. The evening session will be 
devoted to a symposium on cancer, with Drs. Thomas H. 
Burford, St. Louis, William E. Adams, Chicago, and Francis 
D. Moore, Boston, participating. 


CORRECTIONS 

Advising Radical Surgery: A Problem in Medical Mortality.— 
In the article by the foregoing title, in THE JOURNAL, Feb. 28, 
1953, the sentence beginning in the sixth line on page 712 
should read as follows: “The life expectancy of these patients 
without this cancer averages about 15 years.” 


Revision of Essentials of Approved Internship.—In the Coun- 
cil on Medical Education and Hospitals section in THE 
JOURNAL, Feb. 14, 1953, in the article by the foregoing title, 
on page 581, in section 5, paragraph 3, the last sentence 
should read as follows: “In addition to the usual index of 
patients by name and number, there should be an index ac- 
cording to diagnosis and operation (surgical cases).” 

On the same page of THE JOURNAL, section 6, paragraph 4, 
the second sentence should read as follows: “The original copy 
of all reports on surgical specimens and autopsy protocols 
must be attached to the patient’s chart with the carbon copy 
retained in the files of the department where they should be 
indexed by name, number, and diagnosis.” 
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EXAMINATIONS 
AND LICENSURE 








NATIONAL BOARD OF MEDICAL EXAMINERS 


NATIONAL BOARD OF MEDICAL EXAMINERS: Parts I and II. All centers 
where there are five or more candidates. April 20-21 (Part II only), June 
22-24 and Sept. 8-10 (Part I only). Candidates may file applications at 
any time, but the National Board must receive them at least six weeks 
before the date of the examination they wish to take. Exec. Sec., Dr. 
John P. Hubbard, 133 South 36th St., Philadelphia 4, 


EXAMINING BOARDS IN SPECIALTIES 


AMERICAN BOARD OF ANESTHESIOLOGY: Written. Various locations, July 17. 
Final date for filing applications was January 17. Sec., Dr. C. B. Hick- 
cox, 80 Seymour St., Hartford 15. 


AMERICAN BOARD OF DERMATOLOGY AND SyYPHILOLOGY: Written. Various 
Centers, Sept. 3. Final date for filing applications is May 1. Oral. Phila- 
delphia, Oct. 16-18. Exec. Sec., Miss Janet Newkirk, 66 East 66th St., 
New York 21. 


AMERICAN BOARD OF INTERNAL MEDICINE: Oral. Boston, April 9-11; New 
York City, May. The closing date for acceptance of applications for oral 
examinations in New Orleans, Boston and New York City was January 
2 except for candidates in military or Naval Service. Oral. San Francisco, 
Sept. 21-23; Chicago, Nov. 30-Dec. 2. The closing date for acceptance of 
applications for the San Francisco and Chicago oral examination is 
April 1. Oral Examiners in the Subspecialties. Allergy, New York City, 
June, Cardiovascular Disease, Philadelphia, April 7 and New York City, 
May 27. Gastroenterology, Philadelphia, April 10-11. Pulmonary Disease, 
Boston, April 8 or 9 and Los Angeles, May. The closing date for 
acceptance of applications was February 1. Written. October 19. The 
closing date for acceptance of applications is May 1. Exec. Sec.-Treas., 
Dr. William A. Werrell, 1 West Main St., Madison 3. 


AMERICAN BOARD OF NEUROLOGICAL SURGERY: Oral. Chicago, May or June 
1953. Final date for filing application for the oral examination was Jan. 
15, 1953. Sec., Dr. Leonard T. Furlow, Washington University School 
of Medicine, Kingshighway and Euclid Ave., St. Louis. 


AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY: Oral and Pathological, 
Part II. Chicago, May 17-24. Final date for filing application was Feb. 1. 
Sec., Dr. R. L. Faulkner, 2105 Adelbert Road, Cleveland 6. 


AMERICAN BOARD OF OPHTHALMOLOGY: Practical. New York City, June 
6-10; Chicago, Oct. 5-9. Written. Various Centers, January 1954. Final 
date for filing applications is July 1. Sec., Dr. Edwin B. Dunphy, 56 Ivie 
Road, Cape Cottage, Maine. 


AMERICAN BOARD OF OTOLARYNGOLOGY: Oral. New Orleans, April 20-24; 
Chicago, Oct. 5-9. Sec., Dr. Dean M. Lierle, University Hospital, lowa 
City. 

AMERICAN BOARD OF PATHOLOGY: Written and Practical Examination in 
Pathologic Anatomy and Clinical Pathology. The examination will include 
exfoliative cytology. St. Louis, March 28-31. Sec., Dr. Wm. B. Wart- 
man, 303 E. Chicago Ave., Chicago. 


AMERICAN BOARD OF PEDIATRICS: Oral. Memphis, March 27-29; Philadel- 
phia, May 1-3; Detroit or Ann Arbor, June; Place undecided, Oct. 9-11 
(tentative); Indianapolis, November. Exec. Sec., Dr. John McK. Mitchell, 
6 Cushman Road, Rosemont, Pa. 


AMERICAN BOARD OF PHysICAL MEDICINE AND REHABILITATION. Oral and 
Written. May 30-31. Final date for filing applications is March 31. Sec., 
Dr. Robert L. Bennett, 30 N. Michigan Blvd., Chicago. 


AMERICAN BoarD OF PLastic SuRGERY: New Orleans, May 9-11. Final date 
for receipt of case reports for the spring examination was January 1. 
Final date for receipt of case reports for the fall examination (October- 
November) is June 1 of each year. Corres. Sec., Mrs. Estelle E. 
Hillerich, 4647 Pershing Ave., St. Louis 8, Mo. 


AMERICAN BOARD OF PREVENTIVE MEDICINE: April 23-25, Berkeley, Boston, 
Baltimore, Minneapolis and New Orleans. New York City, Nov, 7-9. 
Sec., Dr. Ernest L. Stebbins, 615 North Wolfe St., Baltimore 5, 


AMERICAN BoarD OF ProcToLoGy: Part I. For candidates in proctology 
and ano-rectal surgery. May 9, Kansas City, Minneapolis, Philadelphia 
and San Francisco. The examination will be in anatomy, physiology, 
biochemistry and pathology and will be both oral and written. Sec., 
Dr. Louis A. Buie, 102-110 Second Ave., S.W., Rochester, Minn. 


AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY: San Francisco, April 30- 
May 1. Sec.-Treas., Dr. David A. Boyd, Jr., 102-110 Second Ave., S.W., 
Rochester, Minn. 

AMERICAN BoarD OF RADIOLOGY: Oral. Tampa, April 8-15. Sec., Dr. B. R. 
Kirklin, 102-110 Second Ave., S.W., Rochester, Minn. 


AMERICAN BoarD OF SuRGERY: Written. Various Centers, March 1953. 
Final date for filing application was Dec. 1. Sec., Dr. John B. Flick, 
225 S. 15th St., Philadelphia. 
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MEETINGS 








AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 


1953 Annual Session, New York, June 1-5. 

1953 Clinical Session, St. Louis, Dec. 1-4. 

1954 Annual Session, San Francisco, June 21-25. 

1954 Clinical Session, Miami, Florida, Nov. 30-Dec. 3. 





AERO MEDICAL ASSOCIATION, Biltmore Hotel, Los Angeles, May 11-13. Dr. 
Thomas H. Sutherland, P. O. Box 26, Marion, Ohio, Secretary. 

ALABAMA, MEDICAL ASSOCIATION OF THE STATE OF, Birmingham, April 16- 
18. Dr. D. L. Cannon, 537 Dexter Ave., Montgomery, Secretary. 

AMERICAN ACADEMY OF GENERAL PRacTIce. Kiel Auditorium, St. Louis, 
March 23-26. Mr. Mac F. Cahal, 406 West 34th St., Kansas City 2, 
Mo., Executive Secretary. 

AMERICAN ACADEMY OF PEDIATRICS, Areal Meeting, Hotel Statler, Boston, 
April 20-22. Dr. E. H. Christopherson, 610 Church St., Evanston, Illinois, 
Executive Secretary. 

AMERICAN ASSOCIATION OF ANATOMISTS, Columbus, Ohio, March 25-27. Dr. 
Normand L. Hoerr, 2109 Adelbert Road, Cleveland 6, Secretary. 

AMERICAN ASSOCIATION FOR CLEFT PALATE REHABILITATION, The Atlanta- 
Biltmore, Atlanta, Ga., April 27-28. Dr. Jack Matthews, 1617 Cathedral 
of Learning, University of Pittsburgh, Pittsburgh 13, Secretary. 

AMERICAN ASSOCIATION OF GENITO-URINARY SURGEONS, The Homestead, 
Hot Springs, Va., May 6-8. Dr. Norris J. Heckel, 122 S. Michigan Blvd., 
Chicago 3, Secretary. 

AMERICAN ASSOCIATION OF THE HISTORY OF MEDICINE, Fort Hayes Hotel, 
Columbus, Ohio, April 10-12. Dr. Samuel X. Radbill, 7043 Elmwood 
Ave., Philadelphia 42, Secretary. 

AMERICAN ASSOCIATION OF IMMUNOLOGISTS, Congress Hotel, Chicago, April 
6-10. Dr. John Y. Sugg, 1300 York Avemue, New York, Secretary. 

AMERICAN ASSOCIATION ON MENTAL DEFICIENCY, Hotel Statler, Los Angeles, 
May 12-16. Dr. Neil A. Dayton, P. O. Box 96, Willimantic, Conn., 
Secretary. 

AMERICAN ASSOCIATION OF PATHOLOGISTS AND BACTERIOLOGISTS, St. Louis, 
April 2-4. Dr. Alan R. Moritz, 2085 Adelbert Road, Cleveland 6, 
Secretary. 

AMERICAN ASSOCIATION OF RAILWAY SURGEONS, Drake Hotel, Chicago, 
April 7-9. Dr. Chester C. Guy, 5800 Stony Island Ave., Chicago 37, 
Secretary. 

AMERICAN ASSOCIATION FOR THE STUDY OF NEOPLASTIC DISEASES, Lord 
Baltimore Hotel, Baltimore, April 30-May 2. Dr. Bruce H. Sisler, Gatlin- 
burg, Tenn., Secretary. 

AMERICAN ASSOCIATION FOR THORACIC SURGERY, Fairmont Hotel, San 
Francisco, March 27-30. Dr. Paul C. Samson, 2938 McClure St., Oak- 
land 9, Calif., Secretary. 

AMERICAN BRONCHO-ESOPHAGOLOGICAL ASSOCIATION, Roosevelt Hotel, New 
Orleans, April 28-29. Dr. Edwin N. Broyles, 1100 North Charles St., 
Baltimore 1, Secretary. 

AMERICAN COLLEGE OF ALLERGISTS, Conrad Hilton Hotel, Chicago, April 
26-29. Dr. Fred W. Wittich, 423 LaSalle Medical Bldg., Minneapolis 2, 
Secretary. 

AMERICAN COLLEGE OF PHySICIANS, Haddon Hall, Atlantic City, N. J., 
April 13-17. Mr. E. R. Loveland, 4200 Pine: St., Philadelphia 4, Executive 
Secretary. 

AMERICAN FEDERATION FOR CLINICAL RESEARCH, Haddon Hall, Atlantic City, 
N. J., May 3. Dr. Lawrence E, Hinkle Jr., 525 East 68th St., New 
York 21, Secretary. 

AMERICAN GASTRO-ENTEROLOGICAL ASSOCIATION, Claridge Hotel, Atlantic 
City, N. J., May 1-2. Dr. H. Marvin Pollard, University Hospital, Ann 
Arbor, Mich., Secretary. 

AMERICAN GOITER ASSOCIATION, Drake Hotel, Chicago, May 7-9. Dr. 
George C. Shivers, 100 E. St. Vrain St., Colorado Springs, Colo., Secre- 
tary. 

AMERICAN HEART ASSOCIATION, Hotel Chelsea, Atlantic City, N. J., April 
8-12. Dr. Charles D. Marple, 44 East 23d St., New York 10, Medical 
Director. 

AMERICAN LARYNGOLOGICAL ASSOCIATION, Roosevelt Hotel, New Orleans, 
April 26-27. Dr. Harry P. Schenck, 326 South 19th St., Philadelphia 3, 
Secretary. 

AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND OTOLOGICAL SOCIETY, 
Roosevelt Hotel, New Orleans, April 28-30. Dr. C. Stewart Nash, 277 
Alexander St., Rochester, N. Y., Secretary. 

AMERICAN OTOLOGICAL SociETy, Roosevelt Hotel, New Orleans, May 1-2. 
Dr. John R. Lindsay, 950 East 59th Street, Chicago 37, Secretary. 

AMERICAN PepiaTric Society, Hotel Traymore, Atlantic City, N. J., May 
6-8. Dr. Aims C. McGuinness, 237 Medical Laboratories, University of 
Pennsylvania, Philadelphia 4, Secretary. 

AMERICAN PuHysIOLoGicaL Society, Conrad Hilton Hotel, Chicago, April 
6-10. Dr. E. F,. Adolph, Univ. of Rochester School of Medicine and 

Dentistry, Rochester, N. Y., Secretary. 
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AMERICAN PSYCHIATRIC ASSOCIATION, Hotel Statler, Los Angeles, May 4.9 
Dr. R. Finley Gayle Jr., 6300 Three Chopt Road, Richmond, Va. 
Secretary. : 

AMERICAN PsycHosomatTic Society, Chalfonte-Haddon Hall, Atlantic City 
N. J., April 18-19. Dr. Frederick C. Redlich, 551 Madison Ave., New 
York 22, Secretary. 

AMERICAN RaDIUM SOCIETY, Plaza Hotel, St. Louis, April 19-22. Dr. John 
E. Wirth, 635 Herkimer St., Pasadena 1, Calif., Secretary. 

AMERICAN SOCIETY OF BIOLOGICAL CHEMISTS, Conrad Hilton Hotel, Chj. 
cago, April 6-10. Dr. Elmer H. Stotz, 260 Crittenden Blvd., Rochester, 
N. Y., Secretary. 

AMERICAN SOCIETY FOR CLINICAL INVESTIGATION, Chalfonte-Haddon Hall, 
Atlantic City, N. J., May 4. Dr. William M. M. Kirby, University of 
Washington School of Medicine, Seattle 5, Secretary. 

AMERICAN SOCIETY FOR EXPERIMENTAL PATHOLOGY, Chicago, April 6-9, 
Dr. Russell L. Holman, 1542 Tulane Ave., New Orleans 12, Secretary, 

AMERICAN SOCIETY OF MAXILLOFACIAL SuRGEONS, Cleveland, April 26-29, 
Dr. Casper M. Epsteen, 25 East Washington St., Chicago 2, Secretary, 

AMERICAN SOCIETY FOR PHARMACOLOGY AND EXPERIMENTAL THERAPEUTICs, 
Conrad Hilton Hotel, Chicago, April 6-10. Dr. Carl C. Pfeiffer, 1853 w. 
Polk St., Chicago 12, Secretary. 

AMERICAN SURGICAL ASSOCIATION, Hotel Statler, Los Angeles, April 1-3, 
Dr. Nathan A. Womack, Dept. of Surgery, School of Medicine, Univ. of 
N. C., Chapel Hill, N. C., Secretary. 

AMERICAN UROLOGICAL ASSOCIATION, Hotel Jefferson, St. Louis, May 11-14. 
Dr. Charles H. deT. Shivers, Boardwalk National Arcade Bldg., Atlantic 
City, N. J., Secretary. 

ARIZONA MEDICAL ASSOCIATION, Pioneer Hotel, Tucson, April 26-30. Dr, 
D. W. Melick, 541 Security Bldg., Phoenix, Secretary. 

ARKANSAS MEDICAL Society, Little Rock, April 22-24. Dr. J. J. Monfort, 
215 Kelley Blidg., Fort Smith, Secretary. 

ASSOCIATION OF AMERICAN PHysICIANS, Haddon Hall, Atlantic City, N. J,, 
May 5-6. Dr. W. Barry Wood Jr., 600 S. Kingshighway Blvd., St. Louis 
10, Secretary. 

CONNECTICUT STATE MEDICAL SociETY, Hampden High School, New Haven, 
April 27-29. Dr. Creighton Barker, 160 St. Ronan St., New Haven, 
Secretary. 

FEDERATION OF AMERICAN SOCIETIES FOR EXPERIMENTAL BIOLOGY, Black- 
stone, Congress, Conrad Hilton hotels and Palmer House, Chicago, April 
6-10. Dr. M. O. Lee, 2101 Constitution Avenue, Washington 25, D. C., 
Secretary. 

FiormDA MEDICAL ASSOCIATION, Hollywood Beach Hotel, Hollywood, April 
26-29. Dr. Samuel M. Day, 413 Professional Bldg., Jacksonville, Secre- 
tary. 

GEorGIA, MEDICAL ASSOCIATION OF, Savannah, May 10-13. Dr. David H. 
Poer, 875 West Peachtree St. N.E., Atlanta, Secretary. 

Hawatt TERRITORIAL MEDICAL ASSOCIATION, Island of Maui, April 30- 
May 3. Dr. Samuel L. Yee, 1163 South Beretania St., Honolulu, Secre- 
tary. 

INDUSTRIAL MEDICAL ASSOCIATION, Los Angeles, April 21-24. Dr, Arthur 
K. Peterson, 350 East 22d St., Chicago 16, Secretary. 

Iowa State Mepicat Society, Des Moines, April 26-29. Dr. Allan B. 
Phillips, 529 36th St., Des Moines 12, Secretary. 

JoHN A. ANDREW CLINICAL SocreTy, Memorial Hospital, Tuskegee Insti- 
tute, Ala., April 12-18. Dr. Eugene H. Dibble Jr., Tuskegee Institute, 
Ala., Secretary. 

Kansas MEDIcAL Society, Wichita, May 3-7. Dr. Dale D. Vermillion, 315 
West Fourth St., Topeka, Secretary. 

LouIsiana STATE MEDICAL Society, Roosevelt Hotel, New Orleans, May 
7-9. Dr. C. Grenes Cole, 1430 Tulane Ave., New Orleans 12, Secretary. 

MARYLAND, MEDICAL AND CHIRURGICAL FACULTY OF THE STATE OF, Balti- 
more, April 28-29. Dr. George H. Yeager, 1211 Cathedral St., Baltimore 
1, Secretary. 

MIssIssiIpP1 STATE MEDICAL ASSOCIATION, Biloxi, May 11-14. Mr. Roland B. 
Kennedy, 508 First Federal Bldg., Jackson, Executive Secretary. 

Missourt STATE MEDICAL ASSOCIATION, Kansas City, April 26-29. Dr. 
H. E. Petersen, 634 N. Grand Blvd., St. Louis 3, Secretary. 

NEBRASKA STATE MEDICAL ASSOCIATION, Paxton Hotel, Omaha, May 11-14. 
Dr. R. B. Adams, 1315 Sharp Bldg., Lincoln 8, Secretary. 

New ENGLAND SOCIETY OF ANESTHESIOLOGISTS, Boston, April i0. Dr. 
Francis J. Audin, 114 Danehill Rd., Newton Highlands 61, Mass., 
Secretary. 

New Mexico Mepicat Society, Hilton Hotel, Albuquerque, May 7-9. 
Dr. T. E. Kircher Jr., 221 West Central Ave., Albuquerque, Secretary. 

New York, MEDICAL SOCIETY OF THE STATE OF, Hotel Statler, Buffalo, 
May 4-8. Dr. Walter P. Anderton, 386 Fourth Avenue, New York 16, 
Secretary. 

NortH CAROLINA, MEDICAL SOCIETY OF THE STATE OF, Hotel Carolina, 
Pinehurst, May 10-13. Dr. Millard D. Hill, 203 Capital Club Bldg., 
Raleigh, Secretary. 

NortH DakoTa STATE MEDICAL ASSOCIATION, Clarence Parker Hotel, 
Minot, May 9-12. Dr. E. H. Boerth, Box 1198, Bismarck, Secretary. 

NortH Paciric SOCIETY OF NEUROLOGY AND PsycuHiATRY, Portland, Ore., 
April 10-11. Dr. Robert A. Coen, 218 Mayer Bldg., Portland 5, Ore., 
Secretary. 
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Quo STATE MEDICAL Associaton, Netherland Plaza, Cincinnati, April 
21-23. Mr. Charles S. Nelson, 79 East State St., Columbus 15, Executive 
Secretary. 

OKLAHOMA STATE MEDICAL AssociATION, Cimarron Ballroom, Tulsa, April 
13-15. Mr. R. H. Graham, 1227 Classen Drive, Oklahoma City, Executive 
Secretary. 

Ppaciric COAST OTO-OPHTHALMOLOGICAL Society, Los Angeles, April 24-28. 
Dr. H. P. House, 1136 West 8th St., Los Angeles 14, Secretary. 

PiEDMONT ProcToLoGic SocrEty, Robert E. Lee Hotel, Winston-Salem, 
N. C., March 28. Dr. B. Richard Jackson, 224 Hillsboro St., Raleigh, 
N. C., Secretary. 

Ruope IstanD MEpiIcaL Society, Providence, May 6-7. Dr. Thomas Perry 
Jr., 106 Francis Street, Providence, Secretary. 

SECTIONAL MEETINGS, AMERICAN COLLEGE OF SURGEONS: 

OKLAHOMA City, Oklahoma-Biltmore Hotel, March 24-25. Dr. C. E. 
Clymer, 117 North Broadway, Oklahoma City, Chairman. 

Los ANGELES, Statler Hotel, March 30-31. Dr. Ewing L. Turner, 1930 
Wilshire Blvd., Los Angeles, Chairman. 

Caicary, Alberta, Canada, Palliser Hotel, April 23-24. Dr. Donald G. 
MacQueen, Colonel Belcher Hospital, Calgary, Alberta, Canada, 
Chairman. 

SoclETY OF BIOLOGICAL PsyCHIATRY, Hotel Statler, Los Angeles, May 3. 
Dr. George N. Thompson, 2010 Wilshire Blvd., Los Angeles 5, Secretary. 

SocIETY OF CLINICAL SURGERY, Spring Meeting, Nashville, Tenn., May 1-2. 

Dr. Champ Lyons, 620 South 20th St., Birmingham 5, Ala., Secretary. 


SociETY FOR PEDIATRIC RESEARCH, Hotel Traymore, Atlantic City, N. J., 
May 4-6. Dr. Sydney S. Gellis, 330 Brookline Ave., Boston 15, Secretary, 


SouTH CAROLINA MEDICAL ASSOCIATION, Columbia Hotel, Columbia, May 
4-7. Dr. Robert Wilson Jr., 120 W. Cheves St., Florence, Secretary. 

SOUTHEASTERN ALLERGY ASSOCIATION, Andrew Jackson Hotel, Nashville, 
Tenn., May 15-16. Dr. Katharine B. MacInnis, 1515 Bull St., Columbia 
1, S. C., Secretary. 

TENNESSEE STATE MEDICAL ASSOCIATION, Peabody Hotel, Memphis, April 
13-15. Mr. V. O. Foster, 504 Doctors Bldg., Nashville, Executive Secre- 
tary. 

Texas MEDICAL AssociATION, Shamrock Hotel, Houston, Apri! 26-29. Mr, 
N. C. Forrester, 1801 Lamar Blivd., Austin, Executive Secretary. 


U. S. CHAPTER, INTERNATIONAL COLLEGE OF SURGEONS, SURGICAL DIVISION 
MEETINGS: 


Sr. Lours, Statler Hotel, March 31-April 1. Dr. Roland Klemme, 4952 
Maryland Ave., St. Louis 8, Chairman. 

KNOXVILLE, TENN., Andrew Johnson Hotel, April 24-25. Dr. E. Park 
Niceley, Acuff Clinic, 514 West Church St., Knoxville, Tenn., Chair- 
man. 

UnrTeD STATES-MExico BorDER PusLic HEALTH ASSOCIATION, El Paso, 

Texas, March 26-27. Dr. J. Ellington, 314 U. S. Court House, El Paso, 

Texas, Secretary. 


WESTERN INDUSTRIAL MEDICAL ASSOCIATION, Hotel Statler, Los Angeles, 
April 18-25. Dr. E. P. Luongo, General Petroleum Corp., 613 South 
Flower St., Los Angeles 14, Secretary. 

WESTERN SECTION AMERICAN UROLOGICAL ASSOCIATION, Palace Hotel, San 
Francisco, April 27-30. Dr. Howard J. Hammer, 908 Hyde St., San 
Francisco 9, Chairman. 

WESTERN SOCIETY OF ELECTRO-ENCEPHALOGRAPHY, Hotel Statler, Los 
Angeles, May 9-10. Dr. Sylvester N. Berens, 902 Boren Ave., Seattle, 
Secretary. 


FOREIGN 

BritisH MeEpDiIcAL AssociATION, Cardiff, S. Wales, July 13-17. Dr. A, 
MaCrae, B. M. A. House, Tavistock Square, London W.C.1, England, 
Secretary. 

CANADIAN MEDICAL ASSOCIATION, Winnipeg, Manitoba, Canada, June 15-19, 
Dr. T. C. Routley, 135 St. Clair Avenue W., Toronto 5, Ontario, 
Canada, General Secretary. 


CONGRESS OF INTERNATIONAL ANESTHESIA RESEARCH SOcIETY, Chateau 
Frontenac, Quebec, Canada, October 26-29. Dr. A. William Friend, 515 
Nome Ave., Akron 20, Ohio, Chairman, Program Committee. 


CONGRESS OF INTERNATIONAL LEAGUE AGAINST RHEUMATISM, Geneva and 
Zurich, Switzerland, Aug. 24-29. For information write: Dr. W. Tegner, 
The London Hospital, London E.1, England. 

CONGRESS OF THE INTERNATIONAL SOCIETY OF ANGIOLOGY, Lisbon, Portugal, 
Sept. 18-20. Dr. Henry Haimovici, 105 East 90th St., New York 28, 
N. Y., U. S. A., Secretary. 

CONGRESS OF THE INTERNATIONAL SOCIETY OF SuRGERY, Lisbon, Portugal, 
Sept. 14-20. Dr. L. Dejardin, 141, rue Belliard, Brussels, Belgium, Gen- 
eral Secretary. 

EuROPEAN CONGRESS OF ALLERGOLOGY, Copenhagen, Denmark, May 20-23. 
Dr. Egon Brunn, Gersonavej 8, Hellerup, Copenhagen, Denmark, Secre- 
tary General. 

INTERNATIONAL CONFERENCE ON THROMBOSIS AND EMBOLISM, Basle, Switzer- 

land, July 15-19, 1954. Dr. W. Merz, Chief Medical Officer, Gynecologi- 

cal Clinic, University of Basle, Basle, Switzerland, Hon. Secretary. 
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INTERNATIONAL CONGRESS OF AUDIOLOGY, Leiden, Netherlands, June 5-6. 
Dr. H. A. E. ve Dishoeck, Leiden University, Leiden, Netherlands, 
President. 


INTERNATIONAL CONGRESS OF ELECTROENCEPHALOGRAPHY AND CLINICAL 
NEUROPHYSIOLOGY, Boston, Mass., U. S. A., Aug. 18-21. Dr. Robert S. 
Schwab, Massachusetts General Hospital, Boston 14, Mass., U. S. A., 
Secretary-General. 


INTERNATIONAL CONGRESS ON GENETICS, Bellagio, Italy, August 4. Prof. 
C. Barigozzi, Instituto de Genetica, Universita de Milano, 10 via Celoria, 
Milan, Italy, Secretary. 


INTERNATIONAL CONGRESS OF GYNECOLOGY, Geneva, Switzerland, July 21-26, 
1954. Dr. Maurice Fabre, 1, rue Jules-Lefebore, Paris IXe, France, 
General Secretary. 


INTERNATIONAL CONGRESS OF HIPPOCRATIC MEDICINE, Evian, France, Sept. 
3-6. Prof. P. Delore, 13 rue Jarente, Lyons, France, Secretary-General. 


INTERNATIONAL CONGRESS FOR History OF SCIENCE, Jerusalem, Israel, 
August 3-7. Prof. F. S. Bodenheimer, Hebrew University, Jerusalem, 
Israel, President. 


INTERNATIONAL CONGRESS OF INTERNATIONAL COLLEGE OF SURGEONS, Sao 
Paulo, Brazil, April 26-May 2, 1954. Dr. Max Thorek, 1516 Lake Shore 
Drive, Chicago, Illinois, U.S.A., Secretary-Genera! 


INTERNATIONAL CONGRESS ON MEDICAL LIBRARIANSHIP, London, England, 
July 20-25. Mr. W. R. LeFanu, % London School of Hygiene and 
Tropical Medicine, Keppel Street, London, W.C.1, England, Chairman. 


INTERNATIONAL CONGRESS ON MENTAL HEALTH, University of Toronto, 
Toronto, Ontario, Canada, Aug. 14-21, 1954. For information write: 
Executive Officer, International Congress on Mental Health, 111 St. 
George St., Toronto, Ontario, Canada. 


INTERNATIONAL CONGRESS OF MICROBIOLOGY, Rome, Italy, Sept 6-12. For 
information write: Dr. V. Puntoni, Citta Universitaria, Rome, Italy. 


INTERNATIONAL CONGRESS OF OTO-NEURO-OPHTHALMOLOGY, Bologna, Italy, 
May 3-7. Dr. Guiseppe Cristini, Clinica Oculistica, Policlinico, Bologna, 
Italy, General Secretary. 


INTERNATIONAL CONGRESS OF OTORHINOLARYNGOLOGY, Amsterdam, Nether- 
lands, June 8-13. Dr. W. H. Struben, J. J. Viottastraat 1, Amsterdam, 
Netherlands, Secretary. 


INTERNATIONAL CONGRESS OF PAEDIATRICS, Havana, Cuba, Oct. 12-17. Prof. 
Felix Hurtado, 5a Avenue 124, Miramar, Havana, Cuba, President. 


INTERNATIONAL CONGRESS OF RADIOLOGY, Copenhagen, Denmark, July 
19-25. Professor Flemming Norgaard, 10 Oster Voldgade, Copenhagen 
K, Denmark, Secretary General. 


INTERNATIONAL CONGRESSES OF TROPICAL MEDICINE AND MALariA, Istanbul, 
Turkey, Aug. 28-Sept. 4. Professor Dr. Ihsan Siikrii Aksel, Tunel Mey- 
dam, Beyoglu, Istanbul, Turkey, General Secretary. 


INTERNATIONAL FERTILITY ASSOCIATION, Henry Hudson Hotel, New York, 
N. Y., U. S. A., May 25-31. Dr. Abner I. Weisman, 1160 Fifth Avenue, 
New York 29, N. Y., U. S. A., Associate Secretary General. 


INTERNATIONAL GERONTOLOGICAL CONGRESS, London and Oxford, England, 
July 12-22, 1954. Prof. R. E. Tunbridge, General Infirmary, Department 
of Medicine, The University, Leeds, England, President. 


INTERNATIONAL GYNAECOLOGICAL MEETING, Paris, France, May 22-23. For 
information write: Dr. Jacques Courtois, 1, rue Racine, St. Germain-en- 
Laye, Seine et Oise, France. 


INTERNATIONAL HospitaL CONGRESS, London, England, May 25-30. Capt. 
J. E. Stone, 10 Old Jewry, London, EC2, England, Hon. Secretary. 


INTERNATIONAL LEPROSY CONGRESS, Madrid, Spain, Oct. 3-10. Dr. Felix 
Contreras, Moreto 15, Madrid, Spain, Secretary. 


INTERNATIONAL PHYSIOLOGICAL CONGRESS, Montreal, Canada, Aug. 31- 
Sept. 4. Dr. A. S. V. Burgen, Dept. of Physiology, McGill University, 
Montreal, Canada, Secretary. 


INTERNATIONAL PsYCHO-ANALYTICAL CONGRESS, Bedford College, Regent’s 
Park, London N.W.1, England, July 26-30. Dr. Ruth S. Eissler, 285 
Central Park West, New York 24, N. Y., Hon. Secretary. 


INTERNATIONAL VETERINARY CONGRESS, Stockholm, Sweden, Aug. 9-15. Prof. 
Axel Isaksson, Institute of Veterinary Medicine, Stockholm 50, Sweden, 
Secretary. 


Paciric ScrENCE CONGRESS, Quezon City and Manila, Philippines, Nov. 16- 
28. Dr. Patrocinio Valenzuela, College of Pharmacy, University of the 
Philippines, Quezon City, Philippines, Secretary-General. 


PaN AMERICAN CONGRESS OF THE MEDICAL Press, Buenos Aires, Argentine, 
July 12-16. Secretaria del Congress, 763 Uriburu, Buenos Aires, Argen- 
tine. 


PHILIPPINE MEDICAL AssOcIATION, Manila, April 19-26. Dr. Manuel D. 
Penas, Doctor’s Hospital, 707 Vermont St., Manila, Philippines, Secretary. 


WorLD CONFERENCE ON MEDICAL EpucaTION, British Medical Association 
House, Tavistock Square, W.C.1, London, England, Aug. 22-29. Secre- 
tariat: World Medical Association, 2 East 103d St., New York 29, N. Y., 
U. S. A. 


WorLD CONGRESS OF THE WORLD CONFEDERATION FOR PHYSICAL THERAPY, 
London, England, Sept. 7-12. Miss M. J. Neilson, Chartered Society of 
Physiotherapy, Tavistock House, South, Tavistock Square, London, 
W.C.1, England, Secretary. 


Wor.tp Mepicat AssociaTIon, The Hague, Netherlands, Aug. 31-Sept. 7. 
Dr. Louis H. Bauer, 2 Bast 103d St., New York 29, N. Y., Secretary- 
General. 
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DEATHS 


Lotz, Oscar © Milwaukee; born in Milwaukee June 23, 1880; 
University of Pennsylvania Department of Medicine, Phila- 
delphia, 1905; became executive secretary of the Wisconsin 
Anti-Tuberculosis Association in 1939 and retired in June, 
1952, continuing as executive consultant; specialist certified 
by the American Board of Internal Medicine; a member of 
the Wisconsin State Board of Medical Examiners from 1918 
to 1924, serving as president in 1922; in 1918 was chairman 
of the committee on health for the Milwaukee County Council 
of Defense and the Medical Board of Review for draft re- 
jectees, 1917-1918; a member of the state board of nursing 
education from 1925 to 1933 and served as consultant for 
several tuberculosis hospitals; member of the American 
Trudeau Society and in 1942 was Wisconsin representative 
on the advisory board; past president of the Mississippi Valley 
Conference on Tuberculosis and the Milwaukee Academy of 
Medicine; past vice-president of the Mississippi Valley Trudeau 
Society and the State Medical Society of Wisconsin; on the staff 
of Columbia Hospital; consulting physician at Milwaukee 
Children’s Hospital; consultant, Maple Crest Sanatorium in 
Whitelaw; on the editorial board of the Wisconsin Medical 
Journal from 1918 to 1936; the Milwaukee Come-Back Club, 
an organization of expatients, presented him in 1949 with an 
annual award made to the person giving outstanding help in 
rehabilitating former tuberculosis patients; died Jan. 15, aged 
72, of cancer. 


Karbach, Walter Frederick James © Captain, U. S. Navy, 
retired, New Braunfels, Texas; born in Maxwell July 18, 1898; 
University of Texas School of Medicine, Galveston, 1924; 
commissioned a lieutenant (jg) in medical corps of the U. S. 
Navy on June 10, 1924; rose through the various ranks to 
that of captain on June 20, 1942; served his first sea assign- 
ment aboard the USS Relief, later served aboard the USS 
Holland, the USS Vega, and the battleships USS New York 
and USS Alabama; served also at various naval hospitals 
throughout the United States, at naval recruiting stations 
throughout the Midwest, and in 1944 was medical officer in 
command of Marine Corps Evacuation Hospital no. 3, Camp 
LeJeune, N. C.; in 1947, while serving as executive officer, 
Naval Hospital, Corpus Christi, Texas, received a commenda- 
tion from the surgeon general of the Navy for outstanding 
devotion to duty in connection with the Texas City disaster 
of April 16, 1947; on Sept. 1, 1949, after having served more 
than 25 years’ continuous active duty, was placed on the 
retired list; died Jan. 25, aged 54. 


Royster, Lawrence Thomas ® Charlottesville, Va.; born in 
Norfolk Aug. 18, 1874; University of Virginia Department of 
Medicine, Charlottesville, 1897; professor and head of the 
department of pediatrics at his alma mater from 1923 to 1942 
when he resigned; specialist certified by the American Board 
of Pediatrics; member of the American Pediatric Society, of 
which he was vice-president; member of the American 
Academy of Pediatrics and the American Association for the 
Advancement of Science; formerly a director of the American 
Child Health Association; secretary of the Section on Pedi- 
atrics of the American Medical Association, 1910-1911, and 
chairman, 1914-1915; for many years a member of the state 
board of health, and on the school board of Norfolk; founder 
and a past president of the Norfolk Society for the Prevention 
of Cruelty to Children; affiliated with the University of Vir- 
ginia Hospital; author of “Infant Feeding” and joint author of 
“Diseases of Infants and Children”; died Jan. 7, aged 77, of 
heart disease. 


Van Gilluwe, George Hildebrand ® New York City; born in 
New York City Nov. 4, 1887; New York Homeopathic Medi- 
cal College and Hospital, New York, 1918; specialist certified 
by the American Board of Anesthesiology; member and first 
treasurer of the American Society of Anesthesiologists; mem- 





@ Indicates Member of the American Medical Association. 





ber of the New York Society of Anesthesiologists, Inter- 
national Anesthesia Research Society, and the International 
College of Anesthetists; assistant clinical professor of anesthesi- 
ology at New York Medical College, Flower and Fifth Avenue 
Hospitals; for many years attending anesthetist at Flower and 
Fifth Avenue Hospitals; served as director of the department 
of anesthesiology at St. Vincent’s Hospital, and on the staffs 
of the Lenox Hill and Metropolitan hospitals; died Jan. 11, 
aged 65, 


Bloomer, Gaylord Talmage @ St. Joseph, Mo.; born in 
Rochester, Mo., July 16, 1895; Harvard Medical School, 
Boston, 1920; fellow of the American College of Surgeons; at 
one time vice-president of the Missouri State Medical Associ- 
ation; president of the Buchanan County Medical Society in 
1938 and at the time of his death chairman of the society's 
library committee; secretary of the Community Health League 
of Missouri, vice-president of the Buchanan County Welfare 
Board, and a founder and on the first board of the Kansas 
City, Mo., Blue Cross and Blue Shield; at one time police 
surgeon; affiliated with Missouri Methodist Hospital, St. 
Joseph’s Hospital, and State Hospital no. 2; died Jan. 20, aged 
57, of myocardial infarction. 


Mihl, Anita Mary ® La Jolla, Calif.; born in Indianapolis 
April 19, 1886; Indiana University School of Medicine, Indian- 
apolis, 1920; fellow of the American College of Physicians; 
member of the American Psychiatric Association; at one time 
taught psychiatry and criminology at the University of Mel- 
bourne Faculty of Medicine in Australia; author of “A.B.C. 
of Criminology,” a series of 13 lectures delivered at the Univer- 
sity of Melbourne in 1939, published for the Austrian Council 
for Education Research; in 1927 appointed head of the depart- 
ment of special education, a new department created by the 
California State Board of Education; died Dec. 14, aged 66, 
of carcinoma. 


Gordon, Alfred @ Philadelphia; Université de Paris Faculté 
de Médecine, France, 1895; specialist certified by the American 
Board of Psychiatry and Neurology; member of the American 
Neurological Association and the American Psychiatric Associ- 
ation; fellow of the American College of Physicians; formerly 
associate in nervous and mental diseases, Jefferson Medical 
College; affiliated with Coatesville (Pa.) Hospital, Northwestern 
General Hospital and Mount Sinai Hospital; examiner of 
insane, Philadelphia General Hospital; author of “Diseases of 
the Nervous System”; wrote and revised a “French-English 
Medical Dictionary”; died Jan. 12, aged 92. 


Wanamaker, Ambrose Elson ® Hamburg, lowa; born in Chilli- 
cothe, Mo., Feb. 9, 1866; University Medical College at Kansas 
City, Mo., 1897; for many years secretary-treasurer of the 
Fremont County Medical Society; for one term mayor of 
Hamburg and for nine years member of the board of edu- 
cation; formerly city health officer; president of the Hamburg 
Carnegie Library Board; charter member and past president 
of the Hamburg Kiwanis Club; served on the staff of the 
Hamburg Hospital, where he died Jan. 13, aged 86, of acute 
coronary thrombosis. 


Agresti, Marius Michaele, New Bedford, Mass.; Middlesex 
College of Medicine and Surgery, Cambridge, 1932; member of 
the New England Obstetrical and Gynecological Society; died 
Jan. 4, aged 49. 


Basnight, Thomas Gray ® Greenville, N. C.; University of 
Maryland School of Medicine, Baltimore, 1904; for many 
years county health officer; died Jan. 10, aged 72. 


Boswell, Hugh Priddy Sr. ® New Albany, Miss.; Medical 
Department of Tulane University of Louisiana, New Orleans, 
1912; served during World War I; formerly county health 
officer; one of the founders and medical superintendent of the 
New Albany Hospital and Clinic; died Jan. 19, aged 65, of a 
heart attack. 
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Cloak, Andrew Bert © Rochester, Pa.; Western Pennsylvania 
Medical College, Pittsburgh, 1904; served on the board of 
education; a director and president of the Freedom National 
Bank; affiliated with Providence Hospital in Beaver Falls and 
the Beaver Valley General Hospital in New Brighton; for many 
years president of the staff of the Rochester General Hospital, 
where he died Jan. 10, aged 74, of heart disease. 


Daniel, William Thomas ® Nashville, Tenn.; Vanderbilt Uni- 
versity School of Medicine, Nashville, 1941; specialist certified 
by the American Board of Otolaryngology; served during 
World War II; affiliated with Vanderbilt University, St. Thomas, 
Mid-State Baptist, and Nashville General hospitals; was burned 
Jan. 15, aged 38, when his home caught fire. 


Ewing, Ben Edward @ Nebraska City, Neb.; University of 
Nebraska College of Medicine, Omaha, 1939; member of the 
American Academy of General Practice; served overseas dur- 
ing World War II; affiliated with St. Mary’s Hospital; died 
Dec. 29, aged 36, of pulmonary edema. 


Grossman, Samuel Linn @ Harrisburg, Pa.; Jefferson Medical 
College of Philadelphia, 1929; certified by the National Board 
of Medical Examiners; specialist certified by the American 
Board of Urology; member of the American Urological Associ- 
ation; fellow of the American College of Surgeons; past presi- 
dent of the Pennsylvania Society for Crippled Children; for 
many years affiliated with Harrisburg Hospital; died Jan. 9, 
aged 61, of myocardial infarction. 


Gunn, John S., Pachuta, Miss.; Memphis (Tenn.) Hospital 
Medical College, 1902; died in Quitman Jan. 2, aged 71, of 
coronary thrombosis. 


Haig, Charles Roberts Jr. © Philadelphia; University of Penn- 
sylvania Department of Medicine, Philadelphia, 1898; also a 
graduate in pharmacy; served during World War I; died in 
Lankenau Hospital Jan. 6, aged 77, of cerebral vascular ac- 
cident. 


Hamilton, William Nelson @ Salem, IIl.; St. Louis University 
School of Medicine, 1903; died Oct. 11, aged 85. 


Herndon, Robert H., South Fort Mitchell, Ky.; Miami Medical 
College, Cincinnati, 1902; died Oct. 4, aged 81, of arterio- 
sclerosis. 


Keffer, Smithfield ® Grayson, Ky.; Kentucky School of Medi- 
cine, Louisville, 1891; held every office in the Carter County 
Medical Society; died Oct. 24, aged 85, of coronary throm- 
bosis. 


Knapp, Raymond James ® Amsterdam, N. Y.; Syracuse Uni- 
versity College of Medicine, 1907; died Dec. 27, aged 69, of 
coronary occlusion and arteriosclerosis. 


Krout, Charles F. ® Brent, Ala.; Medical College of Alabama, 
Mobile, 1895; died in Kings Memorial Hospital, Selma, Dec. 
26, aged 93, of bronchopneumonia, left hemiplegia, hyper- 
tensive heart disease, and osteoarthritis. 


Lackey, Harry Munson, Xenia, Ohio; Milwaukee Medical 
College, 1911; died in McClellan Hospital Dec. 16, aged 69. 


Lane, E. Alma, Kansas City, Mo.; Woman’s Medical College, 
Kansas City, 1902; died Nov. 28, aged 84. 


Leathers, Enoch, Auburn, Me.; Dartmouth Medical School, 
Hanover, N. H., 1902; died recently, aged 84, of cardio- 
vascular disease. 


Lemmon, Clarence William © River Rouge, Mich.; Western 
Reserve University School of Medicine, Cleveland, 1918; affili- 
ated with Delray General Hospital, where he died Jan. 8, aged 
61, of ruptured aneurysm of the abdominal aorta. 


Lonsen, Werner, Elgin, Ill.; Friedrich-Wilhelms-Universitat 
Medizinische Fakultaét, Berlin, Prussia, 1917; affiliated with 
Michael Reese and American hospitals in Chicago, and Elgin 
State Hospital; died in Sherman Hospital Feb. 8, aged 59, of 
coronary disease. 


McLallen, James Irvin © Edgewood, Pa.; University of Pitts- 
burgh School of Medicine, 1909; formerly on the staff of the 
Western Pennsylvania Hospital in Pittsburgh; died Jan. 24, 
aged 78, of arteriosclerosis. 
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Meyer, Hilary Dennis, Burns, Ore.; St. Louis College of Physi- 
cians and Surgeons, 1914; died Nov. 6, aged 86. 


O’Connell, Sarah Conley, Chicago; College of Physicians and 
Surgeons of Chicago, School of Medicine of the University of 
Illinois, 1908; died in Chicago State Hospital Feb. 4, aged 85, 
of old age. 


Oriol, Ramon Adrian ® New Orleans; Tulane University of 
Louisiana School of Medicine, New Orleans, 1913; specialist 
certified by the American Board of Dermatology and Syphil- 
ology; member of the American Academy of Dermatology and 
Syphilology; affiliated with Touro Infirmary and Mercy Hos- 
pital-Soniat Memorial, where he died Jan. 5, aged 63. 


Owen, Richard © Prospect Park, Pa.; Jefferson Medical College 
of Philadelphia, 1916; served during World War I; affiliated 
with Taylor Hospital in Ridley Park; died Jan.. 4, aged 63, 
of carcinoma. 


Peters, Robert John Drury @ Indianapolis; Indiana University 
School of Medicine, Indianapolis, 1915; died Jan. 7, aged 64, 
of myocardial failure. 


Rich, Charles @ Yorktown Heights, N. Y.; University of the 
City of New York Medical Department, 1889; an Associate 
Fellow of the American Medical Association; formerly public 
health officer of the town of Yorktown; for many years physi- 
cian to Lincoln Hall, a Roman Catholic school for boys at 
Lincolndale; served on the staff of Peekskill (N. Y.) Hospital; 
died Jan. 22, aged 87, of heart disease. 


Schoonmaker, Wilbur Randall, Jackson Heights, N. Y.; New 
York Homeopathic Medical College and Flower Hospital, 
New York, 1919; died Oct. 23, aged 61, while aboard a ship 
traveling from South Africa to New York City. 


Simmons, Hannah Coralynn, Worcester, Mass.; Tufts College 
Medical School, Boston, 1902; affiliated with Fairlawn Hos- 
pital, where she died Jan. 11, aged 75, of acute coronary heart 
disease. 


Tatman, Oliver Perry @ Chillicothe, Ohio; Miami Medical 
College, Cincinnati, 1897; died Dec. 12, aged 78. 


Thompson, William Harold @ Pittsburgh; University of Pitts- 
burgh School of Medicine, 1912; died in Florida Sanitarium, 
Orlando, Fla., Dec. 26, aged 65, of carcinoma of the pancreas. 


Trice, Jesse Sylvander, Savannah, Ga.; Jenner Medical College, 
Chicago, 1917; formerly practiced in Chicago, where he was 
employed by the city health department for many years, and 
on the staff of the Provident Hospital; died Feb. 11, aged 60, 
of cerebral thrombosis. 


Turner, James Henry ®@ Huntington Park, Calif.; Tufts College 
Medical School, Boston, 1903; president of the Southern 
California Tufts Alumni; affiliated with St. Francis Hospital 
in Lynwood, where he died Jan. 21, aged 74, of coronary 
arteriosclerosis. 


Vachitinsky, Samuel, Milwaukee; Marquette University School 
of Medicine,-Milwaukee, 1918; affiliated with West Side and 
Mount Sinai hospitals; died Jan. 17, aged 59, of a coronary 
attack. 


Vessie, Percy R. © Greenwich, Conn.; Cleveland Homeopathic 
Medical College, 1909; member of the American Psychiatric 
Association; died in Chicago Feb. 8, aged 67, of coronary 
occlusion and hypertension. 


Vollmer, John William, Norwalk, Conn.; Yale University 
School of Medicine, New Haven, 1906; died in Wilton re- 
cently, aged 68, of carcinoma of the stomach. 


Walker, Melbourn Green, Burkett, Texas; Tennessee Medical 
College, Knoxville, 1901; died in Overall Memorial Hospital, 
Coleman, Jan. 8, aged 90. 


Watson, Alberto S., North Little Rock, Ark.; Kansas City 
College of Medicine and Surgery, Kansas City, Mo., 1923; 
died Jan. 13, aged 77, of cerebral hemorrhage. 


Wilson, Paul Edwin @ Enfield, N. H.; Georgetown University 
School of Medicine, Washington, D. C., 1933; died Jan. 13, 
aged 45. 











AIR FORCE 


Aeromedicine—A New Specialty.—In February a new specialty 
was added to medical science when the American Medical 
Association recognized officially aeromedicine as a distinct 
branch of the healing art. This action, taken by the Council on 
Medical Education and Hospitals, climaxes a five year cam- 
paign on the part of aeromedical leaders to secure board cer- 
tification for specialists in aviation medicine. The group that 
will supervise aeromedical practice, teaching, and research is 
the American Board of Preventive Medicine. Its sponsoring 
organizations, besides the A. M. A., include the American 
and Canadian Public Health Associations, the Association of 
Schools of Public Health, the Southern Medical Association, 
and the Aero Medical Association. Brig. Gen. Otis O. Benson 
Jr., commandant of the Air Force School of Aviation Medi- 
cine, has been chosen as the board’s first vice-chairman for 
aviation medicine. 

Although its techniques have been developed largely within 
the Navy and Air Force, aviation medicine is no longer ex- 
clusively a military field. Most of the world’s airlines now 
have aeromedical directors. A number of civilian institutions 
already offer residencies in aviation medicine. At Johns Hop- 
kins University a year long course in aviation medicine is 
taught: Harvard and others are prepared to train students in 
this specialty at their schools of public health and hygiene. A 
civilian Institute of Aviation Medicine, sponsored by the Aero 
Medical Association, is soon to be established at one of the 
larger university medical centers. 

This is the first time a branch of medical science, starting 
out strictly as a military study, has attained formal status as 
a specialty. Among those who brought aeromedicine to the 
attention of civilian medical men has been Dr. Louis H. Bauer, 
this year’s President of the American Medical Association. Dr. 
Bauer, former commandant of the U. S. A. F. school, wrote 
the first textbook on aviation medicine in 1926. He was the 
* first medical head of the Civil Aeronautics Administration, 
which regulates ali commercial flying, and a founder and first 
president of the Aero Medical Association. 

Aeromedical specialists of known distinction will be eligible 
for certification until July, 1954, without taking the prescribed 
examination. Members of this so-called “Founders Group” 
must have attained high academic rank or have given out- 
standing professional service for at least 10 years in aviation 
medicine. In addition to the usual requirements for certifica- 
tion a medical degree from an approved school of medicine, 
internship in a recognized hospital, two years of graduate 
study, a two year residency, and not less than two years of 
teaching or practice, the aeromedical specialist will have to 
meet one unique condition. He must participate in “regular 
and frequent” aerial flights. The board intends to see that its 
diplomates are in fact experts on the human problems of flying. 


VETERANS ADMINISTRATION 


Meeting of Committee on Trauma.—The Committee on Trauma 
- of the American College of Surgeons met at the VA Hospital, 
Hines, Ill., Jan. 30 to discuss “Injuries of the Spinal Cord and 
Cauda Equina.” The following physicians took part in the dis- 
cussion: Drs. Lewis J. Pollock, Benjamin H. Kesert, Meyer 
Brown, Alex J. Arieff, Isidore Finkelman, Norman B. Dobin, 
Benjamin Boshes, Herman Blustein, Knowlton E. Barber, Rob- 
ert F. Stokes, Stanley W. Pyzik, Loyal Davis, James F. Kurtz, 
John R. Finkle, Louis B. Newman, Herman Chor, Eli L. Tigay, 
Israel Zivin, Erich Liebert, and W. R. Kirschbaum. 


Residencies in Psychiatry—The VA Hospital, Lyons, N. J., 
has available residencies in psychiatry for a one to three year 
period, which are fully accredited by the American Board of 
Psychiatry and Neurology. The training can commence at any 
time, and the program consists of lectures, conferences, and 
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seminars under the direction of the department of psychiatry, 
New York Medical College, and offers intensive training, both 
intramurally and through rotation, in special hospitals in the 
adjacent area. There is, in addition, a series of extensive guest 
lectures as well as an annual institute at the hospital. 


Residencies Available at Buffalo—The 1,000 bed VA Hospital 
at 3495 Bailey Ave., Buffalo, has residencies available, and 
applications will be received at any time. This hospital has 
been approved for two year residency training both in patho. 
logical anatomy and clinical pathology for two residents by 
both the American Board of Pathology and the American 
Medical Association. Dr. Alfred Golden is chief of the labora- 
tory service and Dr. Theodore T. Bronk, assistant chief. The 
attending physician in hematology is Dr. Marvin L. Bloom. 


Personal.—Dr. Walther H. Thiele of the VA Hospital at Fayette- 
ville, N. C., has been appointed manager of the VA Hospital 
at Atlanta, Ga., succeeding Dr. Horace B. Cupp, who was 
appointed manager of the new VA Hospital at Durham, N. C. 


MISCELLANEOUS 


Medical Officers Wanted.—Applications will be received by 
the Board of U. S. Civil Service Examiners for medical officers 
for duty in the Bureau of Indian Affairs and the Fish and Wild- 
life Service, Department of the Interior. The salary range is 
$5,940-$10,800 a year (grades GS-11 to GS-15). Positions to 
be filled in the Bureau of Indian Affairs are located as fol- 
lows: 10 in Arizona, 7 each in New Mexico and Oklahoma, 
6 each in South Dakota and Louisiana, 4 each in Montana 
and Minnesota, and 1 or more in Vermont, Colorado, Ne- 
braska, Wyoming, North Dakota, North Carolina, Wisconsin, 
Mississippi, Nevada, California, Oregon, and Washington. Pre- 
ferred locations should be indicated on application. A limited 
number of positions in the Fish and Wildlife Service are on 
the Pribilof Islands off the Alaskan mainland. Persons ap- 
pointed to positions in Alaska will have their transportation 
and shipment of household effects paid by the government 
from place of residence to post of duty and return, provided 
they agree to remain on duty for at least two years with the 
federal government. Application should be sent to the Board 
of U. S. Civil Service Examiners, Bureau of Indian Affairs, 
Department of the Interior, Washington, D. C. 


Mine Fatalities in 1952.—Roof falls and haulage accidents 
were responsible for the death of 362 mine workers last year 
according to Bureau of Mines reports released by Secretary 
of the Interior Douglas McKay. Federal inspectors investigate 
all fatalities in and around coal mines. The bureau’s report 
covers investigations of 235 of the 239 fatalities from falls of 
roof, face, and rib that were charged to the bituminous coal 
mining industry during 1952. The other report analyzes 111 
of the 123 bituminous coal mine haulage accidents. Haulage 
accidents at strip or nonrepresentative mines are not included. 

Human failure was responsible for 87% of the roof-fall 
fatalities. The rest were caused by apparently unforeseen 
dangers and unavoidable risks. Hand loaders were by far the 
most frequent victims of roof falls, comprising 36% of all 
fatalities from this cause. Loading machine operators or helpers 
were next, 16%, followed by mining machine operators or 
helpers, timbermen, and foremen—13, 10, and 9% respectively. 
Principal causes of fatal haulage injuries remained the same. 
Thirty-three men died when caught or run over by moving 
equipment, and contact with low roof or cress bars took the 
lives of 16 others. Runaway equipment caused 15 deaths, 
collisions 12, and derailments and being squeezed between 
haulage equipment and some other object resulted in 18 
fatalities. The occupations of haulage-accident victims and the 
number killed were: motormen 25, brakemen 23, shuttle-car 
operators 18, drivers 5, railroad-car droppers 6, and nonhaul- 
age personnel 34. 
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CHILE 


Auricular Fibrillation —Drs. M. Besoain and C. Odiaga pre- 
sented a Clinical study of auricular fibrillation in Chile. The 
authors noted that the patients were hospitalized and thus were 
in a much more serious condition than those in polyclinics. 
The total number of cases was 393, 60% being women and 
40% men. Regarding age the maximum frequency was between 
50 and 60 years. The average age of death of patients suffering 
from auricular fibrillation was 48 years. Regarding the etiology, 
rheumatic heart disease was responsible for 56% of the cases; 
cardiosclerosis, 22%; hypertension, 15%; primitive myocardial 
syndromes, 2% ; cardiovascular syphilis, 2% ; chronic pulmonary 
heart disease, 1.5%; and hyperthyroidism, 0.5%. Generally 
speaking auricular fibrillation due to rheumatic heart disease 
was found mainly in the younger age group, whereas cardio- 
sclerosis and hypertension were responsible for fibrillation in 
the older age groups. Syphilis and chronic pulmonary heart 
conditions produce fibrillation in patients over 41 years old. 
The postmortem examination of patients who died with auricu- 
lar fibrillation (64 cases) reveal that the rheumatic heart disease 
is present in 60%, cardiosclerosis in 14%, and hypertension 
in 11%. The other causes are responsible for the remaining 
15%. Rheumatic heart disease was present twice as often in 
women as in men. The valves affected were the mitral valve 
in 76% of the cases, and the mitral valve and other valves in 
24.5%. Regarding the clinical form of the auricular fibrillation, 
in 2% of the cases the authors were able to classify the disease 
as paroxysmal and in 98% as chronic. 

The relation between fibrillation and heart failure was 
stressed by the authors. Thus only 4% of the cases did not 
have heart failure. In 77% of the cases heart failure was severe 
and in 20% it was moderate. The authors point out that there 
was no relation between heart failure and the etiology of the 
fibrillation, nor did age of the patient have anything to do with 
the failure. Regarding the electrocardiogram in the rheumatic 
heart group there were just as many cases of right axis devi- 
ation as left axis deviation or no axis deviation. Right ventricu- 
lar strain was found only in cases of rheumatic heart. Left 
ventricular strain was found as often in rheumatic patients as 
in the other groups. Interventricular heart block was found in 
32 cases and was more frequent in the rheumatic group than 
in the other groups. 


Clinical Considerations of the Causes of Death in Patients 
with Amebiasis—Dr. A. Donoso and collaborators reviewed 
10,910 autopsies. They found that 90 cases were typical ana- 
tomic lesions of amebiasis, thus representing 8.3%. Of these 
90 cases, amebiasis was the cause of death in 88%, while in 
the other 12% it coexisted with other lesions. Clinically 
amebiasis was diagnosed in 25% of the cases, in 30% it was 
suspected, and in 47% it was undiagnosed. Of the cases in 
which amebiasis was the sole factor responsible for death, 
43% were due to only intestinal lesions. In 28.7% unique or 
multiple perforations were the cause of death. Peritonitis, 
either generalized or localized, was responsible for 30% of the 
death toll. 


High Protein Diet with Sodium Restriction in Cirrhotic 
Patients with Ascites—Dr. J. M. Orellana and co-workers 
summarized briefly the theories that explain the formation of 
ascites. They state that, although nobody has yet disproved the 
Classic concept of the genesis of ascites as being due to portal 
hypertension, a decrease in the colloidal osmotic pressure, or 
an increase in the permeability of the vascular endothelium, 
some authors believe that other mechanisms play an important 
role. Hormonal changes and changes in the water and electro- 
lyte balance have attracted the attention of many researchers. 
Dr. Orellana and co-workers share the belief that it is the 
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antidiuretic hormone of the hypophysis that, not being neu- 
tralized as it should by a damaged liver, increases the sodium 
retention of the kidney, and thus forms ascites. Sixteen patients 
with cirrhosis of the liver were studied. Six were admitted in a 
very serious condition. The lapse of time that passed from the 
decompensation of the liver till treatment fluctuated between 
2 and 10 months. The patients were submitted to bed rest and 
to a diet with a high protein intake; there was no restriction in 
the intake of liquids, but sodium was greatly restricted. Mer- 
curial diuretics were not administered. In five patients evacua- 
tion of the ascites had to be performed because the liquid was 
producing mechanical difficulties in the heart and lungs. The 
result of the treatment was measured by the body weight and 
abdominal perimeter. Special attention was given to urinary 
excretion and its contents of sodium chloride for 24 hours. 
Blood protein levels and liver tests were made regularly. The 
length of the treatment was between 60 and 105 days, however 
the favorable effects of the treatment were observed after an 
average of 30 days. Recuperation was preceded by an increase 
in the urinary excretion and an increase in the sodium chloride 
content. The determinations of total proteins, serum albumins, 
and globulins in the blood did not reflect the degree of clinical 
recuperation. The liver function tests did not reveal anything 
worthwhile. Simultaneously with the decrease of the ascites a 
desire on the part of the patient to reintegrate himself to a 
normal way of life was noted. Of the 16 patients, total com- 
pensation was obtained in 11. In four cases no favorable change 
was observed; however, it must be said that these cases were 
very severe and besides cirrhosis the patients had tuberculosis 
or cardiosclerosis. One patient is still under observation because 
of a very slow recuperation. In 8 of the 11 cases of compensa- 
tion the ascites was completely reabsorbed, and in 3 cases once 
evacuated it did not reproduce. 


DENMARK 


Future of Rigshospital in Copenhagen.—The commission ap- 
pointed by the Danish Education Ministry to inquire into the 
future of the Rigshospital has issued a report, which is of 
great interest to the members of the Danish medical profession, 
all of whom have at some time studied medicine at this univer- 
sity hospital. The requirements of a modern hospital are so 
different from those existing when the Rigshospital was built 
that radical changes are now called for. The commission con- 
sidered whether the Rigshospital should be rebuilt on its present 
site or whether a new hospital should be erected elsewhere. 
The former alternative is preferable, as it will maintain close 
contact with the university and can use its library and other 
nearby institutions devoted to natural science research and 
allied activities. The present site is convenient to communica- 
tion lines and by remaining where it is the hospital can be 
reorganized so as not to lose certain buildings already meeting 
present-day requirements. The report outlines the development 
of six new hospital departments devoted respectively to radio- 
therapy, orthopedics, plastic surgery, tuberculosis, neuromedi- 
cine, and neurosurgery. The need for ambulant or outpatient 
activities devoted to diagnosis and treatment is emphasized, 
and appropriate accommodations must be provided for them. 
Provision must also be made for a central laboratory and blood 
bank. Large wards must be converted into smaller wards ac- 
commodating only four patients, or six at most, at a time. 
Tunneling will have to be provided to assure closer contact 
between different departments, and such ancillary services as 
the laundry will have to be located beyond the present precincts 
of the Rigshospital. Another urgent and important recommen- 
dation in this report concerns the drafting of a comprehensive 
plan of reconstruction, which will meet all the conflicting needs 
of a modern hospital. To this end the commission recom- 
mended a competition among architects for the best compre- 
hensive plan of reorganization. It must necessarily be only an 
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outline. Until such an outline has been drafted and accepted, 
it will be impossible to work out all the necessary details. The 
complexity of the problem is increased by the necessity for 
evolving a modern hospital out of a combination of old and 
new buildings. 


Jutlandia’s Third Cruise to Korea.—On Sept. 20, 1952, the 
Danish hospital ship Jutlandia sailed from Denmark on her 
third cruise to Korea. Reference has already been made in THE 
JouRNAL (Dec. 22, 1951) to this subject, and here it is necessary 
only to recall that this ship flies three flags: the Danish national 
flag, the Danish Red Cross flag, and the United Nations flag. 
Important reconstruction has been undertaken since the ship’s 
second cruise, and it now has 358 hospital beds and can in an 
emergency accommodate some 500 patients; the surgical de- 
partment contains about 280 beds, and the medical, about 80 
beds. Special radiological, ophthalmological, and dental depart- 
ments are also provided. The surgical department is divided in 
three sections: one for general surgery, one for thoracic sur- 
gery, and one for surgery of the limbs. The hospital staff of 
some 100 persons includes 14 physicians, 43 nurses, and 28 
medical orderlies. When the Jutlandia sailed from Copenhagen, 
a demonstration was given of its helicopter, which took off 
when the ship was already in motion. With a landing deck on 
the ship, it will be able to effect rapid transport of casualties 
from the Korean front to the Jutlandia. Dr. J. Foged, who is 
in charge of the hospital staff, is reporting on the ship’s activi- 
ties to the Danish medical press. As he pointed out in one of 
his reports, the smooth working of the Jutlandia during its 
third cruise has been greatly facilitated by the retention of a 
nucleus of the hospital staff from the earlier cruises. 


Book on General Practice.—Dr. Eiler H6eg has shown in his 
book “A Danish Medical Practice in the Country Through 35 
Years” what a fund of accurate scientific information can be 
collected when a general practitioner organizes his work sys- 
tematically. With his many tables, graphs, and illustrations, 
Dr. Héeg has documented his experiences during 35 years of 
work in a rural area. During the first six years he entered his 
observations in notebooks and thereafter in a card index supple- 
mented by diaries dealing with his daily rounds. He has classi- 
fied his patients according to sex, age, occupation, and social 
and economic status, and he shows how greatly the latter has 
changed during the 35 year period 1909-1943. Within his 23 
diagnostic groups, classified, in the main, according to the 
diseases of different organs, he has made 521 different diag- 
noses. He has noted the duration of different diseases, the time 
of their onset, and the time taken in calling in a physician. 
Though the incidence of disease was lower in women than in 
men, ‘it was the former who sought medical advice oftenest. 
As a scientifically compiled record, this book should prove 
invaluable to the medical historian. 


Danish Medical Bulletin.—At the annual meeting, on Aug. 30, 
of the Danish Medical Association, its chairman, Dr. Charles 
Jacobsen, reported the publication of a medical journal in 
English with a view to presenting the many aspects of Danish 
medicine to the English reading world. This journal is to be 
published early in 1953 and will be called the Danish Medical 
Bulletin. It will publish short articles and notes, extracts of 
important publications, summaries of reports on matters of 
social and medical interest, and bibliographic data. It will 
appear partly under the same cover as that of the organ of the 
Danish Medical Association, Ugeskrift for laeger, and partly as 
a separate journal. Some 800 copies are to be sent free of 
charge to foreign libraries, teaching hospitals, research insti- 
tutes, and public health authorities. Individual subscribers will 
receive copies at cost price. A total of 360 pages will be issued 
in 10 numbers every year, and they will be supervised by the 
two editors of Ugeskrift as well as by representatives of the 
medical faculties and public health authorities. 

The creation of the bulletin is due largely to the financial 
success that Ugeskrift has achieved in recent years. It has long 
been felt at the headquarters of the medical association that 
whatever surplus was provided by its organ should not be 
devoted to the association’s ordinary expenses but should be 
earmarked for the betterment of its journal and the develop- 
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ment of the medical bulletin. Other sources of revenue of the 
latter will be advertisements, and, it is anticipated, a grant from 
the state. The teamwork providing for collaboration between 
Ugeskrift and the bulletin will enable their editors to shift to 
the latter articles that hitherto would have appeared in the 
former. The birth of the bulletin is an indication of the enor. 
mous expansion of scientific medicine in recent years in Dep. 
mark, where the language is so unfamiliar to the rest of the 
world that advances in medicine published only in Danish are 
liable to be stifled at birth. 


Festschrift in Honor of Professor Haxthausen.—The many 
friends and colleagues of the dermatologist Prof. H. Haxthausen 
have celebrated his 60th birthday by issuing a Festschrift of 
some 400 pages. Altogether some 60 of his co-workers in the 
Scandinavian countries, the rest of Europe, and America have 
contributed to this volume, which appears as supplement 29 
to Acta dermato-venereologica. Professor Haxthausen has pub- 
lished some 125 scientific papers from time to time on various 
subjects, and many of the articles in the supplement are more 
or less directly connected with subjects to which he has himself 
made important contributions. The sections concerning the 
problems of allergy, the diseases of the skin and of the endo- 
crine system, and the history of medicine are reminders of 
Professor Haxthausen’s studies of these subjects. 


ISRAEL 


Congress of Cardiologists in Israel.—At the first congress of 
cardiologists, held in November, 1952, in Haifa, the Israel 
Heart Society was founded. A council consisting of Drs. K. 
Braun, F. Dreyfuss, A. Kaatz, Jerusalem, M. Muenz, Tel-Aviv, 
and R. Fischer, Haifa, was elected. The chairman of the 
society is, at present, Dr. K. Braun, head, Cardiovascular 
Research Laboratory of the Hadassah Hospital, Jerusalem. The 
proceedings of the congress included 16 lectures, which gave 
a vivid picture of the increasing number of activities in cardi- 
ology in Israel. 

Gitelson reported observations on the blood pyruvic acid 
levels in congestive heart failure. No parallelism exists between 
the degree of congestive heart failure and the increase of blood 
pyruvic acid. Hyperpyruvicemia was observed in cases of heart 
failure complicated by acute incidents. A series of cases of 
myocardial infarction was reviewed by Dr. F. Dreyfuss, 
Hebrew University-Hadassah Medical School, from the point 
of view of the ethnic communities to which these patients 
belonged. He showed that the percentage of oriental Jews 
among these cases (about 5%) was far below their share in 
the country’s population (about 25%). His conclusion was that 
this difference in incidence could not easily be related to one 
single factor and that the facts outlined support the thesis that 
extrinsic as well as endogenous factors must be studied to 
understand the causation of coronary diseases. Drs. K. Braun 
and Samueloff described the effect of heart diseases on pul- 
monary functions. Their investigations demonstrated significant 
changes in the lung volumes with changes in posture in con- 
gestive heart failure. Dr. Dreyfuss also reported a study on the 
clinical importance of the U-wave. In recent years attention 
has been drawn to the U-wave because of the fact that it 
appears in cases with a low potassium blood level. The U-wave 
corresponds, apparently, with the presence of an increased ir- 
ritability of the heart. It appears after exertion, as a fore- 
runner of extrasystoles, in the early period after myocardial 
infarction, in hypertension, and sometimes after digitalis ad- 
ministration. There is an inverse ratio between the digitalis 
effect and the quantity of potassium in the blood—and ap- 
parently also in the myocardium. The early recognition of this 
increased irritability of the myocardium is, according to Drey- 
fuss, the importance of the U-wave in clinical electrocardiog- 
raphy. 

Hemodynamic effects of ventricular aneurysma were re- 
viewed by Dr. R. Fischer, who explained that the influence of 
an aneurysm of the cardiac wall on the dynamics of cardiac 
contraction has not yet been adequately investigated. He dis- 
cussed an aneurysm that is not filled with coagulated blood but 
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communicates freely with the ventricle. Actually, every myo- 
cardial scar increases the strain on the remaining functioning 
muscles. Additionally, there is cause to believe that part of the 
blood that is forced into the aneurysmal sac during systole 
flows back into the ventricle during diastole. A state similar to 
that of aortic insufficiency is created in that the filling and 
tension at the beginning of the contraction are increased. These 
factors contribute fundamentally to cardiac hypertrophy. There 
is, therefore, reason to believe that cardiac aneurysms are one 
of the causes of cardiac hypertrophy. 

Drs. Se Vries and Elyakim reported observations on the 
eosinophil count in congestive heart failure. It was found that 
treatment of congestive heart failure with digitalis or mercurial 
diuretics caused an increase of eosinophils. Dreyfuss and Feld- 
man published, in a recent paper in the Acta medica Scandi- 
navica, observations on what they call “emotional eosinopenia.” 
They examined the eosinophil counts in students immediately 
before entering their final examinations and exactly 24 hours 
afterwards. In another series women about to undergo diag- 
nostic curettage were examined on admission to the hospital 
and immediately before the surgical procedure. A depression 
of the total eosinophil count of between 40 and 50% was 
observed in the preexamination counts of the students and the 
preoperative counts of the women. It is believed that this 
eosinophil depression was caused by emotional tension and 
fear. Interestingly, a student exhibiting a high count, apparently 
in connection with allergic rhinitis, showed the same type of 
eosinophil depression. 

Other lectures at the cardiologists’ meeting were on the effect 
of changes in posture on the venous pressure (Dr. Gitelson), 
fetal electrocardiography (Dr. Blondheim), and measurement 
and significance of capillary blood pressure (Dr. Davis). 


Grant for Medical Research.—The Hebrew University-Hadas- 
sah Medical School has received a grant of $10,000 from the 
Damon Runyon Memorial Fund for Cancer Research in New 
York for studies of the milk agent in carcinogenesis and 
physicochemical, biochemical and biologic effects of x-rays. 
These studies are being carried out by Dr. Esther Tennenbaum 
and Dr. G. Goldhaber, both instructors in experimental pathol- 
ogy at the medical school. The Damon Runyon Fund made a 
similar grant of $10,000 to the medical school last year. 

Dr. Anna Rosin, instructor in experimental pathology at the 
medical school, has received a grant of $3,700 from the 
Leukemia Research Foundation, of Chicago, for research on 
the effect of urethane on the mitiotic activity of the bone 
marrow in leukemia. This is the first grant ever made by an 
American organization to the Hebrew University for leukemia 
research, the first grant of the foundation outside of the United 
States, and the first grant it has made to a woman scientist. 


Chromatophore Test for Corticotropin.—Considering the fact 
that corticotropin (ACTH) is responsible for the dark pigmenta- 
tion in man and animals under special circumstances, it has 
been tested for its chromatophorotropic effect in the Hyla 
arborea by F. G. Sulman of the pharmacological department of 
the Hebrew University-Hadassah Medical School. He found that 
after an injection of corticotropin up to 0.001 ug the green 
skin of the frog turned dark brown. Other hormones of the 
hypophysis, such as intermedin and vasopressin, reacted in the 
same way, but larger quantities had to be injected, 30 and 10 
“g, respectively. Thyrotropin, prolactin, and gonadotrophin 
have not shown a ¢orticotropin-like reaction even after a dose 
of 100 ug. These quantitative relations indicate that hormones 
active in doses 1,000 to 10,000 times larger than corticotropin 
are contaminated with corticotropin. Therefore, their chromato- 
phorotropic effect is actually a pure corticotropic effect. Other 
tested substances, among them 38 amino acids and biogenic 
amines, have shown definite negative results. The mechanism 
of this reaction points to a direct effect of corticotropin on the 
skin. Frog skin in vitro as well as human skin gave the positive 
chromatophorotropic effect in a 0.1% solution of corticotropin. 
Even in hypophysectomized and adrenalectomized frogs the 
positive chromatophorotropic effect can be obtained. The 
chromatophore test in Hyla arborea is a specific method for 
determining corticotropin activity and has made it possible to 
estimate the quantity of corticotropin within one hour. 
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ITALY 


Convention of Thoracic Surgery.—The third national conven- 
tion of the Italian Society of Thoracic Surgery was held in San 
Remo under the chairmanship of Professor Stropeni, director 
of the University of Genoa surgical clinic. 

Diverticuli of the Esophagus.—Professor Pettinari, from the 
University of Padua, discussed diverticuli of the esophagus. 
Various theories have been advanced to explain the causes of 
congenital diverticuli: faulty formation of the esophageal wall, 
an error of separation between the trachea and the esophagus, 
and embryonal inclusion. There is also the possibility that 
acquired diverticuli may form because of a mechanism of pulsion 
or traction. Clinical data are of great importance in the diagnosis 
of pharyngoesophageal diverticuli, but the diagnosis can be facili- 
tated with roentgenography, body section roentgenography, and 
kymography. The visualization of parabronchial diverticuli is 
more difficult; in these cases pneumomediastinum should be 
added to the aforementioned examinations. Esophagoscopy is a 
useful adjuvant, although it is not indispensable. 

The severest complication of an esophageal diverticulum is 
its perforation into the pleura and the mediastinum or into the 
bronchi and the lungs. Perforation into the great vessels or peri- 
cardium is rare, as is malignant degeneration of the diverticu- 
lum. Surgical intervention is indicated for pharyngoesophageal 
and lower esophageal diverticuli. On the other hand, it is less 
indicated in most parabronchial diverticuli. In general, surgical 
treatment aims to remove radically the diverticulum, reestab- 
lish a normal esophageal passage, eliminate the weak part of 
the wall, and repair the functional pharyngoesophageal incoordi- 
nation. The ideal operation consists in removal of the diverticu- 
lum followed by esophageal suture and suture of the medial 
and lower part of the pharyngeal muscle in cases of pharyngo- 
esophageal diverticuli. In cases of parabronchial and lower 
esophageal diverticuli after their removal, a suture of the 
esophagus is performed. During the discussion that followed 
Professor Dogliotti, from Turin, reported on 52 patients with 
diverticuli and the various techniques that he followed. Pro- 
fessor Valdoni also added some clinical and surgical observa- 
tions. 

Physiopathology of Pulmonary Resection.—The second paper, 
on physiopathology of pulmonary resection, was presented by 
Professor Ruggieri, from the University of Naples, who reported 
on the numerous contributions of his school to the subject. He 
asserted that the investigation of the respiratory functions should 
never be omitted in a person who has to undergo pulmonary 
resection. The results of the functional tests and the amount of 
energy that the patient shows in passing from the state of rest 
to the state of muscular activity will indicate whether the opera- 
tion is feasible. Emphysema and distension of the parenchyma 
due to asthma limit the indications for surgery or contraindicate 
operation. Investigation of cardiac function and circulatory 
efficiency is also of great importance. This should include an 
erythrocyte count and determination of hemoglobin and blood 
protein level. It is important to establish whether the patient 
who has to undergo pulmonary resection should be prepared 
for it by a pneumothorax. Usually when pulmonary hemo- 
dynamics have already been modified by pneumothorax, the 
right side of the heart is protected against the damage caused 
by sudden circulatory changes resulting from lobectomy or pneu- 
monectomy. In surgery of the lung a great task is entrusted to 
the anesthetist. During the operation peripheral oxygenation 
should be constantly checked by means of oximetric findings, 
and heart dynamics, arterial pressure, and pulse rhythm should 
be observed. Transfusions during and after the operation need 
the greatest attention; it should always be kept in mind that 
an intravenous transfusion increases the load on the right heart, 
which is already compelled to work in difficult conditions. Dur- 
ing the postoperative course frequent roentgenograms are nec- 
essary. The problems of filling the postoperative cavity with 
substances eapable of supporting the mediastinum on its nor- 
mal axis and of thoracoplasty secondary to hemothorax are still 
unsolved. 


Atelectasis and Pulmonary Resection.—The third paper, on 
the effects of pulmonary atelectasis before and after pulmonary 
resection, was presented by Professors Bianchi and Colombo, 
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from the University of Turin. Two conditions are necessary to 
establish atelectasis: an efficient blood circulation and an inter- 
rupted or diminished supply of air to an area of the lung, be- 
cause the cause of atelectasis is the reabsorption of the alveolar 
air by the blood that is circulating in the alveolar capillaries. 
Some causes that reduce or prevent the air supply to the pul- 
monary alveoli may be stenosis or mechanical’ obstruction, pul- 
monary hypoventilation, and nervous action. Consequences of 
atelectasis are alterations of the pulmonary circulation, anoxia, 
compensatory emphysema of the adjacent pulmonary tissue, and 
eventually alterations in the metabolism. The clinical symptoms 
and physical signs vary according to the extent of the atelectatic 
area and depend on the disappearance of air and on the alveolar 
transudation in the affected part and the retraction that follows. 
Intrapleural pressure may reach values of -20 to -40 cm. of 
water. Radiological investigation and body section roentgenog- 
raphy, bronchoscopy, and bronchography are very useful in 
establishing a diagnosis. Generally, preoperative atelectasis does 
not have immediate repercussions on the patient, whereas post- 
operative atelectasis may be rapidly fatal especially in a person 
who has undergone pneumonectomy. Often, however, it regresses 
quickly with a change in the position of the body or with cough- 
ing. Prophylaxis of atelectasis in the preoperative period aims 
to diminish the secretions and bronchial exudates that may cause 
obstruction. The most important prophylaxis is postural drain- 
age and exercises for the expansion of the lung before and after 
the operation. 

The next convention will be held in Stresa in 1954. The topics 
of discussion will be pulmonary resection and indications and 
results of surgery of the mitral valve. 


SWITZERLAND 


Medical Education in Switzerland.—At about 18 to 20 years 
of age, the future Swiss medical student begins his studies, 
having completed secondary studies, consisting mainly of the 
study of Latin. Physicians feel that the examination called 
maturité in Switzerland, which marks the completion of the 
secondary studies, does not emphasize the sciences sufficiently. 
The student then begins his university studies with a year in 
the Faculty of Sciences, where he studies botany, zoology, 
chemistry, and physics. The year ends with a difficult examina- 
tion. There is a clear selective tendency in this examination, 
which permits only the best prepared but not always the most 
talented students to continue their studies. During this period, 
the relations between students and teachers are very poor. 

After this examination, the student enters the Faculty of 
Medicine to study, practically and theoretically, anatomy, 
histology, normal embryology, physiology, and biochemistry 
for three semesters. Thus it is necessary that the student 
assimilate and understand in less than two years the funda- 
mentals for the future clinical studies, and it is clear that this 
period is too short when the complexity of actual medicine is 
considered. 

The second examination, called examen propédeutique, is 
taken after about five semesters of study; it is distinctly less 
difficult than the first one, permitting fruitful contacts between 
master and student. At this stage, the so-called clinical semesters 


‘begin, which will last for four years. They include lectures, 


with presentations of patients, theoretical reports introducing 
these lectures, practical laboratory work, and an obligatory 
term (stage) of six months in a hospital, usually in medical or 
surgical departments. During these semesters, there is no 
examination to prove the knowledge and the capacities of the 
student, who must nevertheless demonstrate his abilities as he 
examines patients in the amphitheater in the presence of the 
professor and other students. There are so many students in 
the faculty at this period of the studies that it is nearly 
impossible for the professor to formulate a personal opinion 
on each candidate. 

The so-called secondary branches impose great exigencies, 
often to the prejudice of the classical basic teaching, so that 
the total efforts are dispersed and badly distributed. Too much 
importance is given, it is thought, to the examinations in 
otorhinolaryngology, ophthalmology, dermatology, legal medi- 
cine, hygiene, bacteriology, psychiatry, and surgery of acci- 
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dental injuries. When this system of specialization is considered, 
it is certain that no physician will dare to risk himself in one 
or the other specialties without much time and study jp 
specialized clinics. There seems thus to be no difficulty in 
asking the students to pursue such a program in branches of 
medicine that are not of great interest for the person who will 
practice internal medicine or surgery. 

The studies stop with the federal medical examination, which 
lasts for over two months and consists of 24 examinations in 
all the subjects that have been studied except radiology, 
physiotherapy, and occupational diseases. The examinations 
concern both theory and practice. This examination has a very 
bad reputation because of its long duration, of the great 
number of subjects, and of the intense physical overwork 
required from the candidate (the tuberculous morbidity of 
young Swiss physicians between 26 and 30 years of age is from 
16 to 21%). The difficulties are not too great, in actuality, 
since the examiners are quite conscious of the efforts required 
and of the imperfections of this system. 

After success in this examination, the young physician has 
the title of physician-surgeon and can, provided he obtains the 
cantonal authorization to practice, which is a mere adminis- 
trative formality, practice in the whole Swiss territory without 
other complementary training. It is, however, exceptional that 
the young physician who has just completed his studies does 
not take postgraduate training of a certain duration in the 
field he has chosen or in a field in which there is a vacant place 
among the hospital services. 

During his graduate training, the physician can prepare his 
thesis for a doctor’s degree under the direction of a patron. 
The defense of a thesis does not exist in Switzerland; the degree 
is obtained after the presentation of a work to be printed with 
the assent of the medical faculty. The doctor’s degree is neces- 
sary only for application for a university post and for obtaining 
a federal diploma as a specialist. The complete course of study 
for specialization includes graduate training for a minimum of 
four to five years, including three to four years in the specialty 
that has been chosen, in addition to one to two years of study 
in an allied field. When these conditions are met, a federal 
diploma of specialist is awarded (the FMH diploma or diploma 
of the Foederatio Medicorum Helveticorum) on the forewarn- 
ing of the cantonal association of physicians and of the federal 
commission of specialists. Studies abroad, no matter how long 
or complete they may be, are counted as only six months of 
training. 

The preparation for becoming a general practitioner consists 
chiefly of prolonged graduate training in internal medicine, 
supplemented by terms of 6 to 12 months of training in 
surgery, obstetrics, otorhinolaryngology, and pediatrics. Un- 
fortunately, the physician who wishes to practice general 
medicine and who should be greatly encouraged, does not 
easily find a vacant place in a specialty clinic and must often 
content himself with voluntary work, with all the material and 
psychological disadvantages that such a situation involves. 
However, the second class hospitals, or district hospitals, open 
their doors to these physicians as much as possible. The gen- 
eral ‘practitioner tends to desert the towns for the country, 
where his financial success will be more easily assured. In the 
towns, in fact, he often will be compelled to do selection work, 
to fill in forms for the social insurance, or to sign entrance 
papers for hospitals. 

During graduate training, the physician is attached full-time 
to a hospital service that he must attend during the morning 
as well as the afternoon, sharing with his colleagues the duties. 
He is not permitted to have a private practice in any form and 
he makes this agreement at his nomination to the service. It 
must be remembered, however, that the posts for graduate 
training are rather well paid and permit the young physician 
and his family to live in honorable conditions. The salary for 
the first year is about $1,600, which increases to $2,500 by the 
fourth year. The chiefs of clinics (chefs de clinique) earn about 
$3,000 a year. 

The director of a service, professor, or holder of a pro- 
fessorial chair, conducts his clinic with the collaboration of one 
or several chiefs of clinic, who serve full-time on his service 
and who have generally completed their training. These chiefs 
of clinics are nominated for three to four years only, in the 
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French part of Switzerland at least, then give their place to a 
younger assistant who has been prepared for this succession. 
This system has the disadvantage of not permitting the superior 
men access to university facilities and a scientific career and of 
compelling too many specialists to establish themselves too 
often and too quickly in the same town. The posts of professor, 
that is, heads of clinics, are not full-time. The professor 
generally just conducts his clinic, makes administrative orders 
and decisions, and gives clinical lectures to the students. He 
can also have his own private practice, which usually is large. 

During the whole period of graduate training, the nomina- 
tions to posts never depend on competitions or examinations, 
to which Swiss authorities are and. probably will remain op- 
posed, in spite of what may happen in France and some other 
countries. The progress of the candidate in the medical hier- 
archy of a service depends on the appreciation of the professor 
and on the length of training according to the terms which 
have been made. The authorities that award the diplomas of 
specialists, for instance, are rarely well informed of the real 
value or of the technical proficiency of the physician. This 
system has the main disadvantage of not stimulating individual 
effort or the desire of achieving the aim one has chosen by 
the acquisition of knowledge and development of the person- 
ality. It would be inexact to say that every specialist who opens 
his private practice in Switzerland is an accomplished physician, 
without limitation. The title of associate professor does not 
exist in Switzerland. It is replaced by the title of privat-docent. 
To achieve this distinction, the physician must present a written 
scientific work, then give a public lecture on a subject of which 
he has been informed only 48 hours before. The privat-docent 
has the obligation of helping the professors in their teaching 
work and can, in principle, try to obtain a professorship in his 
specialty without any further examination or study if a pro- 
fessorial chair is vacant. 

Switzerland has a constantly increasing surplus of physicians 
that alarms the medical profession and the authorities. There 
are over 7,000 physicians for a population of 4 million, which 
is scarcely increasing. In the actual situation the young physi- 
cian who opens his private practice absorbs his modest revenue 
in general expenses, income taxes, staff, and insurance. Oftener 
by chance than by knowledge, he will meet his expenses, but 
will have to work many years in precarious financial condition 
in order to stabilize his situation, if he yet is successful one 
day. The fees for consultations vary greatly, according to the 
area of the country. In the French part of Switzerland, where 
the physicians have remained independent of the sick funds, 
the fees for consultation can vary between $1.50 and $2.50; 
in the German part, the fees are lower, from $0.80 to $1.25. 

The conclusion of these general remarks is that medical 
teaching in Switzerland needs certain urgent reforms, which 
will, however, take years to be enacted and which must be 
well studied. If more is to be required in the study of physi- 
ology, biochemistry, and anatomy in relation to surgery, it will 
on the contrary be necessary to diminish the importance of the 
so-called secondary branches to the benefit of the basic ones, 
and create, for the federal examination, some optional branches, 
determined by the future activities of the physician for which 
more extensive study would be required. It would be judicious 
to create also a system of professional orientation for the 
student and persons in graduate training in order to guide them 
according to their aptitudes and their instinctive tendencies. It 
would be well to divide the final examination in order to assure 
better distribution of the efforts at the end of the studies. The 
persons who desire to practice general medicine should have 
easier access to the different specialty services for graduate 
training. Sad examples of the difficulties of studying for general 
practice can be seen. For instance, a graduate student whose 
financial resources do not permit him to wait a year for an 
Opening by working voluntarily in an internal medicine service 
may remain for a year in a dermatology or otorhinolaryngology 
service, just in order to earn his living. If, at the end of that 
time, there are still no places in internal medicine, after two 
to four years, the young physician who desired to specialize in 
internal medicine may have become, because of the exigencies 
of the situation, a specialist in dermatology or otorhino- 


‘laryngology. 


FOREIGN LETTERS 1021 


The problems relating to specialists could also be reviewed 
with benefit. Diplomas should be awarded only to physicians 
whose theoretical as well as practical knowledge is really 
complete. Finally, it would be a good thing to allow the heads 
of clinics of the hospitals to do longer terms for the benefit 
of their own training. 


TURKEY 


Turkish Pharmaceutical Manufacturers.—Among the important 
new developments in Turkish industry is the establishment of a 
new plant for the production of pharmaceutical products in 
Istanbul. Following an application that led to an investigation 
by the International Research and Development Corporation, it 
was decided that the production of Turkish pharmaceutical 
products be expanded under the Marshall Plan. A credit of some 
1,500,000 Turkish pounds has been procured; 1,083,000 pounds 
will be spent on American equipment and 461,000 pounds on 
European equipment. Forty-two thousand pounds for technical 
assistance from America and 98,000 from Europe will be allo- 
cated by the American Sterling Drug Company Inc. The founder 
of the existing plant, Dr. Ibrahim Etem Ulagay, received his 
medical degree from the Imperial Military Medical School in 
1903. He was assigned to the Istanbul-Giilhane Hospital where 
under Prof. Rieder and Dyke Pasha he specialized in bacteriol- 
ogy and medical chemistry following postgraduate study in Ger- 
many. For many years he directed the laboratories of various 
government hospitals and institutions. In 1910 he established his 
own laboratory for medical and drug analyses and during World 
War I began to produce pharmaceutical preparations for the 
army. Other laboratories were soon added, and to meet the ever 
widening activities a new plant was established in 1935. When 
Dr. Ibrahim Etem Ulagay died in 1943 the establishment was 
taken over by his four sons. One son, a pharmacist, attends to 
the business administration; two sons are chemical engineers, 
one directing the department of biochemistry and the other the 
medical research department; and the fourth son, Dr. Ilhan 
Ulagay, who is assistant professor of internal medicine at Istan- 
bul University Hospital, acts as medical counselor and directs 
the scientific publications. There were 8,800,000 ampules, 
1,546,000 boxes of ampule preparations, 676,577 boxes of 
tablets, 175,000 boxes of capsules, 121,243 preparations of drops, 
and 85,594 bottles of syrups and tonics produced during 1951. 
The more than 2,000 customers include wholesale druggists, phar- 
macists, hospitals, and physicians. Sales during 1951 amounted 
to 3 million pounds. In 1949 the firm began exporting their 
products. The first agency was opened in Damascus, Syria. 
Since the products are of the same quality as those of non- 
Turkish origin and are less expensive, the undertaking was a 
great success. After the completion of the new plant it will be 
the largest concern of its kind in the Near East and will be in 
a position to supply other countries in the Near and Middle 
East. In August Prof. Dr. Ekrem Hayri Ustiindag, the min- 
ister of health and social assistance, laid the cornerstone for the 
new Dr. Ibrahim Etem Ulagay Chemical Plant. The ceremony 
was attended by numerous members of Istanbul and Ankara 
universities and allied professions. 





Vitamin B Complex Therapy in Dermatitis.—Prof. Cevad Kerim 
Incedayi and his associates, Dr. Osman Yemni and Dr. Faruk 
Nemlioglu of Istanbul University Medical School, department 
of dermatology and venereal diseases, reported on bejectal® 
(vitamin B complex) with liver therapy in 62 patients. There 
were 20 patients with allergic dermatitis, of whom 8 had medica- 
mentosa; 11 had furunculosis, 5 had pellagra, 2 of whom had 
associated psychosis; 5 had eczema solare; 5 had acute suppura- 
tive folliculitis; 4 had chronic urticaria; 3 had erythema; 3 had 
impetigo contagiosa; 3 had chilblain, and 2 had Hutchinson’s 
prurigo. With bejectal® with liver administered parenterally 
very good results have been obtained in patients who also had 
gastrointestinal complications and psychosis. It favorably affected 
the histaminolytic action of the skin and liver and was effec- 
tive in cases of urticaria and allergic dermatitis. There were no 
untoward reactions or evidences of toxicity. 
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CORRESPONDENCE 


REFILLING OF PRESCRIPTIONS 


To the Editor:—Your readers will be interested in the recently 
enacted Durham-Humphrey Bill because it has changed the 
regulations on the filling of prescriptions and the labeling of 
pharmaceutical products. The following aspects of the Durham- 
Humphrey Act are of special significance: 


1. Telephone prescriptions. As in the past, the Durham- 
Humphrey Act permits the physician to telephone prescriptions 
to the pharmacist; however, the pharmacist is now obliged to 
write down such prescriptions immediately, and he must record 
them. 


2. Refills of prescriptions. The pharmacist may refill pre- 
scriptions only when the physician authorizes him to do so, either 
in writing or orally. The pharmacist must keep a written record 
of such oral authorizations. 


3. Pharmacist’s responsibility. The pharmacist is responsible 
for determining that the person who telephones a prescription 
is actually a licensed physician. The patient is not permitted 
to transmit an oral prescription or an oral refill authorization. 


4. Prescriptions for narcotics. The Durham-Humphrey Act 
does not change the procedures for the writing and filling of 
narcotic prescriptions; therefore, prescriptions for narcotics can- 
not be telephoned; they must be in writing. 


5. Over-the-counter sale of drugs. The Durham-Humphrey 
Act restricts the over-the-counter dispensing of potentially harm- 
ful drugs to a greater degree than ever before. In the future, 
the labels of all potentially unsafe drugs—which means most 
of the drugs widely used in modern therapy—will state clearly: 
“Federal Law prohibits dispensing without prescription.” Phy- 
sicians will be interested to know that the act also enables fed- 
eral authorities to prosecute distributors who ignore the need 
for a prescription. 


6. Labeling of prescription drugs. Under the Durham-Hum- 
phrey Act, the labeling of prescription drugs should carry direc- 
tions for use, such as the average dosage, the route of admin- 
istration, and the principal indications. Thus, in addition to 
products sold over the counter, such as aspirin, antacids, and 
certain cough syrups, prescription products will also provide de- 
tailed information concerning their use on the label. 

What does the Durham-Humphrey Act mean to the medical 
profession? Some of its provisions, such as the restrictions on 
over-the-counter sales and the refilling of prescriptions, seem to 
be a step in the right direction. The convenience of telephone 
prescriptions may also be welcomed as a help to the busy phy- 
sician. It is probably too early to determine the long-range sig- 
nificance of more informative labeling on prescription drugs, but, 
regardless of what this change may imply, the American phar- 
maceutical profession—retailers and manufacturers alike—will, 
of course, comply with both the letter and the spirit of the law. 
The physician and pharmacist will therefore find more informa- 
tive labeling on prescription drugs in the future. The pharmacist 
will find this additional information most helpful. Yet this does 
rot detract from one of the main features of the Durham-Hum- 
phrey Act, namely, the stricter control of prescriptions and refills. 
In this respect, the Durham-Humphrey Act should have a bene- 
ficial effect in minimizing self-medication and encouraging co- 
operation on the part of the patient. 


Rosert A. HARDT 

American Pharmaceutical Manufacturers’ 
Association 

30 Rockefeller Plaza, New York 20. 


RETIRING IN RURAL AREAS 


To the Editor:—There are two apparently unrelated problems 
that, at one time or another, will engage the attention of every 
thinking medical man: (1) how may he, as he gets older, retire 
from his tasks with the greatest satisfaction to himself and (2) 
how may the sparsely settled rural areas of this country be sup- 
plied with doctors. Two years ago I was introduced to a prac. 
titioner who seemed to have found the answer to both of these 
problems. After a successful career in New Jersey, he had bought 
a fine farm in southern Vermont, supposing that it would serve 
as an outlet for his future energies. And then he found that his 
professional advice was being increasingly sought by the neigh- 
bors. The population was too sparse and too poor to support 
a doctor, and yet they were so worthy that their appeals could 
not go unanswered. He found there was time for farming and 
time for what every physician enjoys—service to others, jn- 
timacy with everyone, an opportunity to exercise his special 
talents, and a new outlook on life. The whole picture was so 
alluring that when I heard that a local practitioner in northern 
Vermont had enlisted for a three year term in the Army, | at 
once called off my two years’ retirement from internal medi- 
cine in suburban Philadelphia, and headed north, not, however, 
buying a farm. 

At once the cry will be raised: Why give up an easy life for 
one that seems pretty rugged? What about night work, and bad 
roads, and snow drifts, and a six month winter? In answering 
this question, let us remember that it is no longer the “weather” 
that makes the practice of medicine hard, as it did in the horse 
and buggy days. May I suggest that there are other things that 
are much more likely to give us hypertension, such as the hurry 
and responsibility of a large amount of work, the mistakes we 
make, usually the result of hurry, psychoneurotics, and the 
knowledge that we are in constant competition with our col- 
leagues. These factors are rarely operative in rural medicine. 
An occasional night call cannot affect a doctor’s health if he 
does not start feeling sorry for himself because of the sympathy 
of wife or friends. In a rural community the doctor is not sent 
for without good reason; the percentage of psychoneurotics is 
small. The roads are well taken care of in the winter; for a few 
weeks in the spring I am afraid there is nothing remotely favor- 
able to be said for the mud. 

But there is a positive side to the picture. It is my impression 
that few doctors retire voluntarily, and, of those who do, few 
live happily ever after. The usual pattern is that the doctor, if 
he lives long enough, does not give up his patients; the patients 
give up their doctor. Too often he is deluded by his old re- 
tainers’ blandishments into thinking that he is as efficient as 
ever and then is heartbroken when he finds they have engaged 
a younger man. If he is wise and has regard for his future self- 
esteem and happiness he will not allow such occasions to be 
multiplied. He will resign while he still has the confidence and 
friendship of his patients. At the same time he must beware 
of the let-down that will come when he is deprived of the daily 
interest and sense of importance that the medical life so abun- 
dantly provides. In taking a temporary vacation from my home, 
I disclaim any motive other than self-interest. The last two years 
have been far more interesting and pleasant than the two previous 
years spent in so-called retirement. Life has not been exciting, 
but it has been singularly free from annoyance and from physi- 
cal and nervous strain. The tempo has been so much slower. 
There has been leisure to cultivate a hobby, beautiful country 
in which to live, and excellent health. More important, there 
has been an escape from the ruts in which one is sure to sink 
after being in one spot all one’s life and there is the satisfaction 
of feeling that one is needed by at least a few persons. 
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In estimating the number of doctors available for the care of 
the national population, statisticians thoughtfully treat those of 
ys who are over 65 as ciphers. On the other hand, colleges are 
finding the pensioners of other institutions invaluable in filling 
in for professors on sabbatical leave. Can it be that there is a 
field in rural medicine for the senior physician who requires a 
way of life that will be satisfying and yet commensurate with 
his age and vigor and that will afford leisure for the acquisition 
of outside interests? 

FREDERIC C. SHARPLESS, M.D. 
Greensboro, Vt. 


PENICILLIN ANAPHYLAXIS 


To the Editor:—In the article “Penicillin Anaphylaxis” by 
Mayer and his associates in THE JOURNAL, Jan. 31, 1953, page 
351, the authors do not mention a major point in the pro- 
duction of anaphylaxis in man, namely whether or not a vein 
has been punctured accidentally and whether the antigen has 
been introduced directly into the blood stream or by back- 
seepage into a punctured vein. This is a vital point in the 
clinical appraisal of the symptoms as well as in prophylaxis 
and treatment of human shock. From our experience with 
shock from animal serums and from pollen and other antigens 
(Waldbott, G. L.: J. A. M. A. 98:446, 1932; Waldbott, G. L., 
and Ascher, M. S.: Ann. Int. Med. 9:1232, 1936; Waldbott, 
G. L.: ibid. 7:1308, 1934) we know that the manifestations of 
shock from nonintravenous injections occur more gradually, 
are less violent, and are always associated with a gradually 
spreading edema at the site af injection. Skin edema and 
urticaria are major symptoms. Unless there is an extreme 
degree of sensitivity, prompt relief can be secured by applica- 
tion of a tourniquet above the site of injection and by one or 
more doses of epinephrine. 

Reactions from material entering the veins directly or by 
backseepage, on the other hand, are characterized by a climax 
occurring within seconds to a few minutes of the injection and 
by manifestations that can be attributed to edema of internal 
organs, especially of liver and lungs. The absence of a local 
reaction at the site of injection is one of the principal criteria 
of an “intravenous” reaction. The symptoms described by the 
authors fit in, generally, with our knowledge from other re- 
actions of this type; however, in some of their cases it is not 
clear whether other factors were involved. We have seen, for 
instance, fainting spells that appeared very alarming, especially 
when associated with convulsions. The use of antihistamines 
may account for protracted coma and amnesia. 

From the point of view of treatment and prophylaxis, skin 
tests are indeed important; however, we should not disregard 
other measures such as injections of penicillin at a point on 
the leg or arm low enough to provide space for application of 
a tourniquet; the importance of avoiding areas with visible 
veins and withdrawing the plunger of the needle before giving 
an injection. Another means of prevention is to avoid the 
interval of 10 days to several weeks between the previous in- 
jection of penicillin, which is the time when sensitivity develops 
in the anaphylactic animal experiment. 


GeorGE L. WaLpsott, M.D. 
602 Professional Bldg. 
Detroit 1. 


LASKER AWARD 


To the Editor:—In December, 1952, Dr. Ernest L. Stebbins, 
chairman of the 1951 Lasker Award Committee of the Ameri- 
can Public Health Association, sent me a copy of his letter to 
you, which was published in THE JouRNAL Jan. 17, 1953 (page 
229). In a note to me he said, “Unfortunately, I am not suffi- 
ciently familiar with the operation of the Health Insurance Plan 
in New York to comment on your criticism in detail, but I am 
familiar with the circumstances under which the Health Insur- 
ance Plan was awarded the Lasker award of the American Public 
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Health Association in 1951... .” Since the greatest number of 
subscribers to the Health Insurance Plan (HIP) live in New 
York City, it seems to me that the chairman of the committee 
should have known, in detail, how HIP operates in New York, 
before bestowing the award. The foregoing quotation from Dr. 
Stebbins’ note seems to be a clear admission of his failure to dis- 
cover whether the award was truly merited by HIP. 

I believe that my main criticism of the Lasker Award for 
1951, i. e., that the members of the committee were not prac- 
titioners of medicine, is valid. Many of them are nationally 
prominent in various fields of medicine. Many of them I know 
personally and admire greatly, but, so far as I know, not one 
practices medicine in the ordinarily accepted sense. One, I be- 
lieve, still sees patients occasionally. HIP of New York ad- 
versely affects the private practice of medicine, and I think that 
a majority of the committee members should have been private 
practitioners. I am fairly certain that, if they had been, they 
would not have assented to the bestowal of the Lasker award 
on HIP. No one, however famous and well intentioned, can 
fully appreciate the ill-effects of HIP on the practicing physician, 
without an intimate knowledge of its workings. 

Dr. Stebbins stated: “There is no doubt that these patterns 
of medical organization and practice have enormous significance 
for the health services of the future.” There is no doubt in my 
mind that the pattern represented by HIP has an ominous sig- 
nificance. On the other hand, actuarily sound health plans, which 
provide free choice of physician, place a ceiling on income for 
subscribers, and require no subsidy, have enormous significance 
for the health services of the future and will continue to offer 
great advantages to the public. This is not true of HIP. 

The inference drawn by Dr. Stebbins from my criticism of the 
award that Mrs. Lasker influenced the committee is unwarranted. 
No such implication was intended; I have great admiration for 
Mrs. Lasker. I merely raised the question of the committee’s 
being objective in view of her known interest in HIP. I sin- 
cerely hope that neither Dr. Stebbins nor the members of the 
committee will take my remarks as being in the slightest degree 
personal. I know that all of them have an excellent character 
and ability in their respective fields. I very much appreciate 
Professor Stebbins’ sending me a copy of the letter he was send- 
ing to the editor of THE JOURNAL. 


ARTHUR M. Master, M.D. 
125 E. 72nd St., New York City. 


PHENYLBUTAZONE THERAPY 


To the Editor:—Phenylbutazone (butazolidin®) has been intro- 
duced recently as an effective agent in rheumatism. After the 
introduction of any new drug and its widespread use by the 
practitioner, unfavorable reactions may appear in scattered cases. 
The accumulation of data on these toxic reactions is as important 
as the evaluation of therapeutic efficiency, and, for this reason, 
the following case is reported. 

The patient, a woman, aged 51, was given 50 tablets of phenyl- 
butazone, 200 mg. each, to be taken three times daily, for sub- 
deltoid bursitis. On the day the last tablet was taken, fever began 
and continued in spite of therapy. Five days later, a marked 
stomatitis appeared, with lesions resembling erythema nodosum 
on the extensor surfaces of the hands, arms and legs, and on 
the face. The lesions were painful. Urine showed a trace of 
albumin, a few red cells, white cells, and granular casts. The 
white cell count was 9,200, with 20 filamented and 50 nonfila- 
mented polymorphonuclear cells, 3 juvenile cells, and 8 myelo- 
cytes, 1 eosinophil, 17 lymphocytes (3 atypical), and 7 mono- 
cytes. After cortisone therapy, the fever subsided, skin lesions 
disappeared, the mouth cleared, blood cell count returned to 
normal, and full recovery was effected. Since no other medica- 
ment had been taken and no previous similar episode had been 
experienced, I feel justified in concluding that phenylbutazone 
was the cause of the disturbance. 


Sot GLoTzer, M.D. 
87 Winthrop St., Brooklyn 25. 
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THE POTENTIALITIES OF VOLUNTARY 
HEALTH INSURANCE 


George W. Cooley 


The topic assigned to me is: What is the need and potential 
of wider financing of health care costs through voluntary 
insurance and what are the implications of using voluntary 
insurance? The costs of illness are uncertain, unpredictable, 
and untimely. Everyone recognizes this fact, but not everyone 
does something about it. The reason for this is that most 
individual or familly expenditures for health care are in small 
amounts, $2.00, $5.00, or $10.00, and these are paid for as 
they occur, just as we pay for most of our routine living 
expenses. Aside from life insurance and home building, finan- 
cial planning is usually reserved for such items as television 
sets, refrigerators, and automobiles, which we know will be 
expensive; yet serious illness may well be of the same cost or 
budget dimensions and should have a higher priority in family 
planning. There is, however, one great difference between the 
two: a person can postpone purchasing a new household appli- 
ance or car until he is prepared to meet the payments; serious 
illness, on the other hand, may come whether he is ready 
or not. 


While the occurrence of serious illness cannot be entirely 
reckoned in advance, its costs can be relieved by group action 
in which many families contribute to a common fund from 
which those who are ill may draw in time of need. The un- 
certainty of a large expenditure is thus replaced by the certainty 
of a small one—the regular payment of an insurance premium. 
This, then, is the basis for voluntary health insurance. It is a 
method of budgeting ahead of time to meet costly illness. It is 
a system whereby individual costs are spread over a period of 
time by a group of persons who voluntarily band together to 
protect themselves against the economic burden of sickness. It 
involves both insurance principles and an organized system of 
premium payments. It might be well here to review the ac- 
cepted insurance principles.! Briefly these are: 

1. The risk must be subject to the laws of mathematical 
probability. In other words, it is necessary to be able to predict 
with a high degree of accuracy just how often the contingency 
insured against may occur. 

2. There must be an insurable interest. The person insured 
(in some instances, the person who pays the premium) must be 
involved to the extent that he will lose financially upon the 
occurrence of the event against which he wishes to be insured. 

3. There should be a large number of independent risks 
spread over a fairly large geographic area. The diversity of 
risks is necessary so that there will be a reduced possibility 
that a majority of the persons insured in a single plan would 
become sick at the same time. 

4. The risk involved must be important to the insured party, 
If the contingency to be insured against is of little or no 
financial consequence to the insured, there is little need of 
carrying insurance on it. 





Assistant Secretary, Council on Medical Service, American Medical 
Association. 

Read before the Panel on Financing a Health Program, the President’s 
Commission on the Health Needs of the Nation, Washington, D. C., 
Oct. 7, 1952. 

1. Abstracted from Fundamental Requirements of Insurance Applied 
to Voluntary Prepayment Medical Care Plans (F. G. Dickinson, Ph.D., 
Bureau of Medical Economic Research, American Medical Association, 
Chicago, 1947). 
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5. There must be an element of uncertainty as to the occur. 
rence of the event. If a person knows in advance that an event 
is going to take place at a given time, such an event does not 
lend itself to the principles of insurance. 

6. The existence of the insurance should not have a tendency 
to increase the risk. This is sometimes referred to as eliminating 
the “moral hazard.” An example often used in fire insurance is 
that it is unsound economically to permit the owner of a build. 
ing to insure it for more than its actual value. In fact, most fire 
insurance is written in amounts less than the actual cash valye 
in order to encourage the owner to exercise the known safe. 
guards to avoid the occurrence of a fire. Carried into the realm 
of health insurance, the existence of the insurance should not 
increase appreciably the demand by the insured for health 
services, 


7. The risk must be measurable financially. This requirement 
has to do with measurement from the standpoint of cost rather 
than with measurement from the standpoint of the number of 
occurrences from within a given number of insureds mentioned 
in the first requirement. The measurement of cost is of extreme 
importance due to the direct relationship between the benefit 
and the premium. If the cost of the benefit is unknown, it js 
impossible to establish an appropriate premium. 


Within these principles—if we are to discuss financing 
through insurance rather than through taxation—consideration 
must be confined to those aspects of the health program or to 
those health services that are insurable. 


These are, in the order of their insurability: (1) hospital 
services, (2) surgical services, (3) in-hospital medical services, 
(4) obstetric services, (5) certain necessary diagnostic services 
related to medical, surgical, and obstetric services, and (6) 
home and office services, provided the insured is a co-insurer. 


When these six services are reviewed in the light of the seven 
principles of insurance, it is quite obvious that the first three 
conform much more closely than do the last three. The occur- 
rence and cost of the first three services to the individual are 
uncertain, unpredictable, and untimely. They are also suffi- 
ciently undesirable from the individual’s (or patient's) stand- 
point as to be little abused. Yet, for a given group of the 
population, i. e., a large number of independent risks, the 
occurrence of these services can be predicted with a high degree 
of accuracy. 

The fourth service, obstetrics, is sort of a hybrid, and while 
it does not conform with all of the principles, it has been 
included within the scope of many plans, generally limited by 
a waiting period and sometimes by a maximum allowance. The 
fifth service, diagnostic in nature, is reasonably insurable de- 
pending upon the closeness of its relationship to one of the 
first three services. The sixth service, home and office care, is 
insurable only when the insured accepts responsibility for the 
routine calls for short-term illnesses or when the nature of the 
illness or injury makes abuse an unlikely prospect. It is prob- 
ably cheaper for the individual to budget personally for the 
usual home and office calls for short term illness or routine 
check-ups than it is to include them as a part of insurance 
benefits. 

This is a brief and limited review of insurance principles and 
their relation to voluntary health insurance, but to me it seems 
important to specify what services are being discussed when we 
talk about voluntary health insurance. Many persons continue 
to measure or evaluate voluntary health insurance with a yard- 
stick designed for something quite different. A full discussion 
of the subject is attached to the copies of this paper given to 
the commission. It is a statement prepared by Frank G. 
Dickinson, Ph.D., Director of the Bureau of Medical Economic 
Research, American Medical Association, and is entitled 
“Fundamental Requirements of Insurance Applied to Voluntary 
Prepayment Medical Care Plans.” 
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Referring back now to the subject assigned to me—within 
these insurable benefits or services, where then is the need and 
potential? Need, it seems to me, is a very poor term to use. 
All of us have unsatisfied needs and probably for a myriad of 
services and things. Usually when need is discussed at some 
detached, far away level, it becomes a subjective version of the 
rainbow’s pot of gold. Such goals, it is true, are often based on 
didactic ultimates or objectives of best intention but are rarely 
fitted to meet the realities of life—at least in a democracy. 
Within a democracy the people are expected to determine and 
fulfill the great majority of their own needs from their own 
resources. The individual family head has the privilege of 
deciding whether he shall buy a television set for pleasure or 
an automatic dryer to ease his wife’s labors; whether he shall 
spend his money on a car rather than decent living quarters; 
whether he shall buy a “shot” of whiskey for himself or two 
quarts of milk for the children; or, in short, whether he shall 
buy luxuries instead of necessities. 

Need in our economy is generally determined by demand 
and, of course, accompanying the demand must be a decision as 
to its relative importance, as compared to the need or demand 
for other goods or services. With the amount of money spent 
each year on nonuseful goods and services as compared to that 
spent on useful goods and services, there still remains con- 
siderable work to be done in the field of health education so 
that there is a more judicious exercise of individual decision. 
Returning to voluntary health insurance, then, what have the 
people of the United States shown that they want and are will- 
ing to buy? Here the American people have definitely voiced 
their own needs as they see them. 

The early experiments in voluntary health insurance can be 
traced back to the middle 1800’s and were concerned primarily 
with small isolated groups and with cash benefits for sickness 
and injury. The contribution of such experiments to present- 
day programs and progress is too limited to be discussed here. 
The early medical society plans (many of which are now 
known as the Blue Shield plans) and the early Blue Cross 
plans entered the field with reasonably comprehensive benefits. 
They were the result of the depression years of the 1930's and 
were specifically designed to meet the needs of the low-income 
groups. Over the intervening years, however, as their objectives 
changed to include wider and wider segments of the population 
(the middle-income group, all groups, and finally individuals), 
their benefit scope was altered to meet the demands of the 
public. This was definitely a period of experimentation in which 
the prepayment medical and hospital plans slowly and some- 
times painfully learned what benefits were insurable, the 
amounts or costs required to carry these benefits, and the types 
of coverage the public was willing to buy. 

If the past 10 to 15 years of experimentation in this field 
have shown anything, it is this. The great majority of the 
American people do want to stand on their own feet and pay 
their own way. They have shown a willingness to pay for the 
costs of minor illness, the occasional house call or office call, 
and even the ordinary diagnostic procedures. They learned of 
co-insurance through purchase of insurance on their autos and 
understand its extension into health insurance. At the same 
time the widespread publicity given to the progress being made 
in medicine—particularly in surgery and the “miracle drugs”— 
has lessened the public’s fear of hospitals and operations and 
has resulted in an increased demand for in-hospital services, 
both medical and surgical. Here the costs have often been 
great and are likely to prove a real economic burden. To pro- 
tect themselves against such serious economic loss the great 
majority of our people have turned to voluntary health in- 
surance, 

It seems reasonable to assume, then, that within the in- 
surable benefits providable under voluntary health insurance 
the public has voiced its needs; that is, it has shown what it 
wants and is willing to pay for. It wants protection against 
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other than routine health care costs and is willing to pay for 
such protection. This is evident from the growth in voluntary 
health insurance over the past 10 years.2 In 1941 it was 
estimated that 16,000,000 persons had hospital expense pro- 
tection. Today the number of Americans protected is over 
85,900,000, or an increase of 430% in 10 years. 

The number of persons in the United States covered by 
surgical expense protection (not including life insurance) is 
second only to the total persons protected against the cost of 
hospital care. When 1951 came to a close, over 65,500,000 
persons were covered—an increase of 20% during the year 
and an increase of 770% over the number (7,500,000) protected 
in 1942. Medical expense protection covered over 27,700,000 
persons as of December, 1951—an increase of 28% over the 
previous December’s figure and 820% over the 3,000,000 
persons so protected 10 years ago. As a matter of fact, today 
and every working day, approximately 23,000 persons through- 
out the United States are added to the rolls of those who pro- 
tect themselves under voluntary health insurance. This is 
certainly evidence that the public of this country has and is 
accepting a voluntary method of protection against health care 
costs. The public is accepting it today more than during any 
other period in the years of voluntary prepayment develop- 
ment, and there is every reason to believe such acceptance will 
continue. 

I can recall, six years ago, when persons in the voluntary 
health insurance field were speaking of a goal of 75 or possibly 
90 million persons while opponents laughed at the idea. Today, 
with that goal reached and passed, opponents would still have 
us believe that the American people do not want voluntary 
health insurance or even if they do want it, it is not good 
enough for them. There is no sense in arguing with these 
opponents. Many of us did not learn the uselessness of argu- 
ment with those who refuse to recognize the facts until we 
had listened to several United Nations television broadcasts in 
which, despite the facts laid before them, some delegates got 
up and over and over again gave the same speech that had 
been rehashed a dozen times. The American people have shown 
what they want and will voluntarily buy. Who knows the 
potential in number of persons covered? The potential in- 
creases as our population increases and will also increase as 
better coverage is made available through the voluntary plans. 
This growth in voluntary health insurance does not mean that 
any of the leaders in health insurance are satisfied to rest on 
such goals as have been gained. This is still a developing 
program, with experiments in process and other experiments 
waiting to be started. 

The Blue Cross plans, which have had singular success to 
date, are still encountering problems. Mostly these are prob- 
lems of rising costs of hospital care, and therefore increased 
premiums. Three factors which influence costs are: (1) inflation, 
(2) inefficient management, and (3) abuse and overutilization. 
All of these are presently under study, either directly or in- 
directly, by the Commission on Financing of Hospital Care. 
The Blue Shield plans are also continually faced with prob- 
lems in their efforts to provide better benefits to subscribers. 
@he problems here range from the provision of service benefits 
to a specified income group, to the provision of special benefits 
for long term or prolonged illness or unusually costly short- 
term illness. Private insurance companies are gradually offering 
better and better indemnity contracts and are expanding both 
in regard to benefits and numbers enrolled. 

Along with these three primary insurers are a variety of 
types of direct service plans such as the Health Insurance Plan 
of Greater New York, Permanente, and the farm cooperatives, 
all striving to develop programs designed to assist certain 
groups of the public in meeting health care costs. 





2. The enrollment statistics given here are from The Annual Survey of 
Accident and Health Coverage in the United States, New York, the Health 
Insurance Council, June, 1952. 
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The potentials then concern all of these insurers and must 
necessarily evolve as each completes present experiments and 
undertakes new ones. The first potential might well have to do 
with availability of voluntary health insurance. Ten years ago 
coverage was not readily available in all areas of the United 
States. Private insurance companies had limited contracts that 
were available, but only to large groups, and therefore were 
concentrated in the large industrial areas. Blue Cross was 
available in over 40 states, but again usually only to the larger 
groups. Medical society approved plans had been organized in 
12 states, but a number were not yet in full operation. 

Today voluntary health insurance is available throughout 
the entire nation and is offered to the public by four general 
groups. These are *: (1) 104 medical society sponsored or ap- 
proved plans (including Blue Shield) together with six Blue 
Cross or Blue Cross coordinated medical care plans, in all 48 
states, District of Columbia, and Hawaii; (2) 82 local Blue 
Cross hospital benefit plans, in the District of Columbia, Puerto 
Rico, and all states except Nevada and South Dakota (including 
the six plans listed in category 1); (3) more than 500 private 
insurance companies, offering both group and individual medi- 
cal and hospital benefit coverage; and (4) more than 100 
independent plans, including those sponsored by rural coopera- 
tives, by industry, by employees, by union groups, etc. These 
plans are limited for the most part to the membership of the 
sponsoring group and are not open to the public at large. 
The combined efforts of all of these various groups have re- 
sulted in a public awareness of voluntary health insurance 
second only to the public acceptance of life insurance. 

Availability has not only been extended state by state, but 
it has also become more available to the citizens within each 
state. During the early experimental period most plans limited 
enrollment to groups, usually of 25 or more and sometimes of 
75 or more persons. As experience developed, however, enroll- 
ment practices became more flexible. Today groups as small 
as five persons are frequently accepted. Individuals may enrol 
during community enrollment periods or through such organi- 
zations as the Grange and Farm Bureau. Some plans even 
accept individuals without relation to a risk spread. Even age 
barriers, which have long been a problem, are being raised so 
that older persons may enrol and may keep their protection 
upon retirement. 

In view of these developments it seems reasonable to assume 
that the availability of voluntary plans will continue to be 
extended in terms of both area and population. 

The second potential should probably have to do with cover- 
age or benefits, which in turn may be discussed under the six 
items listed as insurable services. 

1. Hospital Services——The early hospital insurance plans 
generally offered 21 days of hospital care per calendar year. 
Over the years of experimentation, however, this has increased 
to 30 days, 70 days, and now many plans pay benefits for over 
90 days, and in some instances 120 days. Many plans have also 
been expanded to provide the maximum number of days per 
illness or per hospital admission rather than per calendar year. 
It seems reasonable to assume that, since 120 days’ care covers 


the great majority of hospitalized cases—99% according td 


one study—this will generally be offered by hospital plans in 
the future. 

The Blue Cross plans offer a variety of contracts but are 
generally assumed to offer service benefits. Barring a drastic 
change in conditions, it is likely that service benefits will con- 





3. The following statistics are taken from The Growth of Voluntary 
Health Insurance, American Medical Association, Council on Medical 
Service, 1952. 

4. Dr. Charles Wilinsky, former president of the American Hospital 
Association, ‘‘Health Plans,’ Milwaukee, Blue Cross-Blue Shield, Septem- 
ber, 1951. 

5. Voluntary Prepayment Medical Care Plans (charts and graphs), 
American Medical Association, Council on Medical Service, 1952. 
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tinue to be offered, although a limited contract may also be 
available to those who prefer not to meet the service premiym, 
I say “barring a drastic change in conditions,” because service 
benefits were depression born for the purpose of Providing 
hospitals with income as much as to help the public meet 
hospital costs. Ward care was more prominent in early cop. 
tracts than semiprivate care, and the appeal for subscriber, 
was made primarily to the “low-income group.” Today, of 
course, the situation is quite different. The demand for semj. 
private room accommodations seems to be increasing, with 
ward accommodations becoming both smaller and fewer. This 
trend plus inflation and the rise in hospital costs have resulted 
in ever increasing monthly premiums. For hospitals, continy. 
ation of service benefits is a matter of paying costs. In 1950 the 
income of hospitals rose $1.09 per patient day while per 
patient day expense increased $1.29—or a 20¢ loss differential. 
To balance this becomes a question of raising premiums of 
collecting more money from patients. So far premium increases 
have prevailed but there may be a limit to the premium which 
is salable. 

Private insurance carriers are not likely to offer service 
benefits to any appreciable extent unless they are able to ar. 
range necessary agreements with hospitals. As an alternative, 
however, they have and are experimenting with a variety of 
coverages offering almost any reasonable per diem allowance 
desired as well as other benefits payable on an unallocated 
basis. 

While the early hospital plans provided a very limited cover. 
age for drugs and laboratory services, the tendency now is to 
include almost everything, except for the most expensive drugs. 
And, of course, the expensive drugs of today become the in- 
expensive drugs of tomorrow and will tend to be included, 
while other new costly drugs take their places. 

As far as hospital services are concerned, then, the potential 
is most flexible. The public will have a wide variety of choice, 
and individuals and families may protect themselves against 
the costs of the great majority of hospitalized cases. In view 
of the many experiments carried on at the present time, there 
is even much hope for including protection against long-term 
hospital costs in the voluntary insurance programs. 

2. Surgical Services—Early surgical benefits were limited in 
a variety of ways—by waiting periods, waivers on certain 
existing conditions, and others designed to protect the program 
against unknown risks. Again, as in hospital services, experience 
has brought about continued liberalization in surgical benefits. 
This is particularly true of group contracts, where today most 
plans have only what we call the “usual exclusions,” that is, 
services for industrial injuries or diseases for which Work- 
men’s Compensation laws provide; services that federal, state, 
or local governments provide; and such elective services as 
plastic surgery for beautifying purposes. 

Not only has the number of surgical services increased but 
so, too, have the allowances for these services. Where several 
years ago most plans had maximum allowances of $150 to 
$200, it is not unusual today to find maximums of $350 to 
$500. This, of course, increases the allowances or indemnities 
for all surgical services and to some extent has made up for 
recent inflationary trends. 

As in the Blue Cross hospital plans, a number of the medical 
society sponsored medical plans have from their beginning 
undertaken to provide surgical benefits on a service basis. 
Some, like the medical society bureaus in Washington State, 
have full service plans for all subscribers; others have estab- 
lished income limits below which the subscriber receives service 
benefits and above which physicians may charge their usual 
fees. At present there are 24 service plans, 59 combination 
service-indemnity plans, and 27 cash indemnity plans among 
the 110 medical society programs.’ It seems reasonable 10 
assume that the service feature will continue where now in 
operation and may even be accepted by other plans. 
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The key here is the income limit or limits adopted by the 
plans as well as adequacy of benefits in the light of such limits. 
The inflationary trend has caused the income limits set by 
many plans to fall far short of actually reaching the group or 
groups for whom they were intended. In other words, an in- 
come limit established 10 or even 6 years ago and which 
included say 50% of the subscribers would quite likely include 
a much smaller percentage today. To the subscribers this seems 
most unrealistic. On the other hand, to the physicians, and 
particularly where the plans have either not raised their physi- 
cian allowances or have done so only recently, it was only 
reasonable that persons who were earning two or three times 
what they had been earning when the income limits were 
adopted should now pay at least something more for medical 
services. I would guess the primary difficulty has been the mis- 
information released concerning Mr. Average American’s 
prosperity. When a person reads that the average urban family 
earns $4,650, he does not stop to think of what is not re- 
leased—that a person who earns around $100 a week today 
is no better off than one who earned about $50 a week prior 
to World War II. I mention this not as a criticism but because 
| really believe that those physicians who have opposed income 
limits have done so with what seem to them logical reasons. 
I believe that the future will bring a realistic approach to in- 
come limits and service benefits, but it may not come until we 
have a better understanding of the present inflationary trend. 

3. In-Hospital Medical Services.—The inclusion of these 
services is a fairly recent development in voluntary health 
insurance. Usually a flat per diem, or a stipulated allowance 
per physician-call is provided for a specified number of days. 
The per diem, the allowance, and number of days have all 
been increased as experience warranted until at present it is 
usual to find allowances of from $3.00 to $5.00 per day for 
calls up to 70, 90, or 120 days. However, because frequently 
the first few days are exceptionally expensive a number of 
experiments are being tried to provide larger allowance for the 
first week and tapering off to the regular allowance. For the 
most part allowances for general medical care in the hospital 
are adequate and will undoubtedly be altered if conditions 
warrant. 

4. Obstetric Services.—I shall not discuss obstetric services 
in any detail. Most contracts provide a nine-month waiting 
period, although some have waived even this when large groups 
are involved or the groups or families have been insured 
previously. The above comments concerning service benefits are 
also applicable here. 

5. Certain Diagnostic Services Related to Medical, Surgical, 
and Obstetric Services.—Diagnostic services per se are not 
normally insurable risks, but when they are necessary as a 
part of in-hospital medical care, surgery, or obstetrics they 
may be and are frequently included. Usually a dollar limit is 
placed on the allowance so as to make possible the determina- 
tion of the premium. Among such services are x-ray, endo- 
scopic examinations, electrocardiograms, and basal metabolism 
tests. The allowances, while not always adequate, are a step in 
that direction. Just how far voluntary insurance can go in this 
tegard will depend upon experience. 

6. Home and Office Services——The inclusion of home and 
office calls in voluntary health insurance has been the subject 
of much controversy. Actually, such services seem to be in- 
surable provided the subscriber assumes the cost of the routine 
calls or the first few calls in any illness. After all, a $5.00, 
$10.00, or even $15.00 risk is hardly worth insuring, nor do 
most families need protection against such costs. 

At the American Medical Association we have an insurance 
program for employees that recognizes this fact. It provides 
reasonably adequate protection when an illness or an injury 
requires treatment over an extended period. This plan pays 
$3.33 per office call and $5.00 per house call beginning with 
the first treatments resulting from injury and the third call 
caused by illness. Benefits are payable for a maximum of 75 
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calls for any one injury or illness. For this the individual pays 
$0.83 per month or for the family the premium is $2.50 per 
month. These amounts are, of course, in addition to the pre- 
mium for the basic surgical and in-hospital medical benefits. 
It seems reasonable to assume that some such plan for home 
and office care, with a deductible or co-insurance feature, will 
be generally available to groups and through individual enroll- 
ment programs. 

This again is but a brief review of those services generally 
accepted as insurable. However, it should suffice to give some 
idea as to the potential for each service. In addition to the 
problems involved in insuring against the cost of these six 
services, voluntary health insurance plans have concerned 
themselves with special medical cost problems. One of these 
problems concerns long-term illnesses. Here numerous experi- 
ments are under way. The California Physicians’ Service, for 
example, has introduced what it calls a “catastrophic” rider 
to its regular contracts, providing payment up to $5,000 or 
for a period of two years, whichever shall occur first, for 
medical care resulting from 23 specific diseases. 

Other examples are the deductible plans that offer to pay 
for costs incident to health care on an unallocated basis up 
to a specified sum, $1,000; $3,000; $5,000 or even more, 
provided the subscriber pays the first $25, $50, $200, or 
possibly $500. All sorts of variations in this idea are now 
under experiment. Actually, since the percentage of subscrib- 
ers requiring long-term care is small, it would seem that the 
best place for this type of coverage is as a supplement to the 
regular plans; that is, make the deductible sum large enough 
to start protection over and above the regular protection. The 
additional premium would be reduced and yet protection con- 
tinued. There is little question but that the experiments in this 
type of long-term care coverage will yield surprisingly worth- 
while results and will add to the strength of voluntary health 
insurance programs. 

So far in this statement I have discussed the need for 
voluntary health insurance in terms of what the public wants 
and will pay for and have outlined what seems to me to be the 
potential as concerns the availability of and the benefits pro- 
vided by voluntary health insurance. There are, of course, 
many aspects that could not be touched upon in the brief time 
allotted to me. 

In regard to the implications of financing health costs 
through voluntary health insurance I should like to make but 
two brief comments. First, voluntary health insurance is in 
keeping with American tradition—it allows for free choice on 
the part of our people—a choice as to what, if any, type of 
protection they wish to buy; it allows for the type of progress 
that only Americans have been able to attain through initiative, 
incentive, and competition—and it allows for local experimen- 
tation with each such experiment contributing its best to the 
development of more adequate insurance programs. Second, 
the gains and progress in voluntary health insurance during 
the past few years should very definitely entitle it to an oppor- 
tunity to work unhampered by disruptive activities of agencies 
of the federal government. This unhampered opportunity it 
has not had, because every organization interested in assisting 
in the growth of voluntary health insurance has been besieged 
by propaganda, threatened with federal legislation, and forced 
to devote both energy and money in defense that might better 
have been spent in new experiments and improvements. 

In concluding this statement I should like to quote from the 
New York Academy of Medicine’s Committee on Medicine 
and the Changing Order, “It is on a voluntary basis that the 
great progress in medicine has been achieved in the past, and 
it is thus that continuance of progress can best be assured for 
the future.” ® 





6. Medicine in the Changing Order, Report of the New York Academy 
of Medicine’s Committee on Medicine and the Changing Order, New York, 
The Commonwealth Fund, 1947, p. 226. 
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WHAT WE GET FOR WHAT WE . 
SPEND FOR MEDICAL CARE 


Frank G. Dickinson, Ph.D. 


INTRODUCTION 


I have divided my paper into two different parts: first, “What 

We Spend” and, second, “What We Get for What We Spend 
for Medical Care.” First, consider “What We Spend.” This first 
half may seem rather stale to those of you who have digested 
the thick Fact Book that the commission distributed recently 
to the members of this panel. This Fact Book deals almost 
exclusively with the cost of medical care, with extreme em- 
phasis on governmental costs. My emphasis will be on con- 
sumer expenditures. The Fact Book, however, gives nothing 
on “What We Get for What We Spend.” While not intending 
to criticize those who planned and compiled this thick Fact 
Book, I do want to say quite frankly that I think it unfortunate 
to present only half the story of medical economics. In general, 
economists consider cost and value as two aspects of the central 
theme. Frankly, the Fact Book! is a good deal like an ex- 
haustive treatment of what the American people spend for 
bread without giving any estimate of the number of loaves 
purchased or the quality of the bread consumed. 
Being an old teacher, I know I shall fail to hold your interest 
this morning because I have so many statistics to read. Solely 
in order to expedite this discussion this morning, I am having 
passed out to you three items published by the Bureau of 
Medical Economic Research. The first is Bulletin 87, Medical 
Care Expenditures, Prices and Quantity, into which I have 
folded a copy of M-69, 1951 Expenditures for Medical Care; 
the folded-in item of four pages is a continuation of Bulletin 87 
to cover the 1951 consumer expenditures. Together these two 
items provide most of what I have to say regarding “What We 
Spend.” My comments on “What We Get” are largely taken 
from our new Bulletin 92, Mortality Trends in the United 
States, 1900-1949. A summary of Bulletin 92 and an editorial 
appeared in last week’s issue of THE JouRNAL. The editorial 
and the summary are reprinted on the last three pages of 
Bulletin 92. If you will be good enough to keep these copies 
before you and refer to the first two during the first half of 
my paper and to Bulletin 92 during the last half, I hope that 
some of the data I am going to present will be a little less dry. 
Perhaps I should have put these figures on a blackboard. 



































































































Director, Bureau of Medical Economic Research, American Medical 
Association. 


Read before Panel on Financing a Health Program, the President’s 
Commission on the Health Needs of the Nation, Washington, D. C., 
Oct. 7, 1952. 

1. I have two other specific criticisms of this Fact Book that should be 
mentioned in this footnote. The Fact Book in its section on physicians’ 
income fails to give the 1929 average income for “all physicians’ (row 1, 
col. [3], Table D 53). This figure, $5,304, has been published by the Depart- 
ment of Commerce in its report on the Income of Physicians in the Survey 
of Current Business. The increases in the average incomes of physicians 
and all earners between 1929 and 1949 were 108% and 109%, practically 
the same percentage for physicians and their patients. I am particularly 
familiar with the data compiled in this study of the 1949 incomes, since 
the study was conducted jointly by our Bureau at the A. M. A. and the 
Department of Commerce. The Fact Book in presenting income data for 
physicians, lawyers, and dentists also fails to mention the fact that interns, 
residents, and fellows are excluded from the survey of physicians’ incomes, 
while the younger lawyers and dentists are included in the surveys of their 
professions. The Department of Commerce and our Bureau did not believe 
they should be included in such a study, but this omission must be recog- 
nized in comparisons with other professions. The Department of Com- 
merce article in the Survey of Current Business reporting the results of 
our study of physicians’ income notes that if interns, residents, and fellows 
were included in the concept of civilian physicians, the average net income 
of all physicians would be lowered by perhaps 10%. 
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WHAT WE SPEND 


Now for the first subject. Consider what we spend fo, 
medical care. Although the Fact Book presents much data on 
medical care expenditures, it provides no frame of reference, 
Dollar expenditures are very deceptive, particularly in a perigg 
of inflation. I think dollar data must be expressed as a per. 
centage of some national aggregate to bring out their meaning 
a meaning that cannot be given by merely deflating the dollars 
to 1935-1939 as the Fact Book does in a few instances, A). 
though I shall repeat some of the amounts given in the Fact 
Book, I trust that the use of total personal consumer expendj- 
tures as a frame of reference will make my discussion a bit 
easier to follow and give my points greater meaning. 


According to Department of Commerce estimates, Americans 
as consumers spent 9.0 billion dollars on medical care in 195}, 
while their total personal consumer expenditures for all goods 
and services were 208.0 billion dollars. As you know, the 
personal consumer expenditures data generally exclude expendi- 
tures by government. Expenditures for medical care in 195) 
constituted 4.3% of the consumer’s budget; in 1930, 2.9 billion 
dollars, while total consumer expenditures were 70.8 billion 
dollars; thus medical care expenditures equalled 4.1% of total 
consumer expenditures in 1930. Hereafter I shall omit “billion” 
in stating dollar amounts. In 1935-1939, average annual ex. 
penditures for medical care were $2.6 and total consumer 
expenditures, $63.6; medical care expenditures were 4.2% of 
total consumer expenditures in this base period. As a matter 
of fact, for every year since 1929 when personal consumer 
expenditure data were first compiled, the proportion of the 
consumer’s budget spent for medical care has fluctuated nar- 
rowly around 4%. 

Of the $9.0 spent by consumers on medical care in 195], 
$2.5 was spent for physicians’ services, $2.1 for hospitals, $1.6 
for drugs and sundries, $1.0 for dentists’ services, and $1.8 for 
“all other medical care.” Thus, 28.1% of the medical care 
dollar was spent for physicians’ services, 23.8% for hospitals, 
17.5% for drugs and sundries, 11.0% for dentists’ services, 
and 19.6% for “all other medical care.” In contrast, the 1930 
percentages for physicians and hospitals were 31.8 and 13.9 
respectively. The principal trend in the distribution of the 
medical care dollar has been the decreasing portion going to 
physicians and dentists and the increasing portion going to 
hospitals. 

On the average, expenditures for medical care form a small 
part of the consumer’s budget. As has often been pointed out, 
they are approximately equal to expenditures for alcoholic 
beverages and less than expenditures for recreation. The im- 
portant point is that this is the manner in which Americans 
choose to spend their budgets. They spend only 4% for medical 
care not because they cannot afford to spend more, but be- 
cause they choose to spend 96% of their budgets for items 
other than medical care. 

Apparently the commission expected me to say something 
about “who” spends how much. The data available are only 
samples, and many of the samples are defective. “What we 
know as men we must not forget as judges,” said Mr. Justice 
Holmes, and his admonition applies here. We know as heads of 
families that when our children were being born and during 
their infancy and preschool years our medical care expendi- 
tures were relatively high. I say relatively high because our 
income was relatively low while we were getting started in our 
profession or trade. Fortunately our family expenditures for 
shoes, clothes, and education were low when we needed a baby 
doctor. As we and our children grew older our medical care 
expenses gradually diminished as our other expenses increased 
and our income increased. Hence any study of who pays how 
much for medical care must take age into consideration. Young 
families are typically low-income families with relatively high 
medical care expenses. Any data on the relationship between 
family income and expenditures for medical care would, of 
course, be worthless if the age distribution of the families had 
not been standardized in advance. No good study meeting this 
test exists to my knowledge for any considerable sector of the 
American population. I would predict, how€ver, that a national 
study would show, after excluding the highest and lowest in- 
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come classes for technical reasons, that the percentage spent 
for medical care is almost the same in all income classes for 
families whose members are at the safe ages. At the other 
extreme, a husband and wife during their retired years may 
face a relatively heavy burden of medical care costs, but that 
would occur long after the burden of rearing children had been 
paid. 

Government also makes expenditures for medical care. These 
amounted to roughly three billion dollars in 1951 according to 
the September, 1952, issue of the Social Security Bulletin of 
the Federal Security Agency. Government expenditures for 
medical care are presented in the Fact Book of the commission 
in great detail. As I stated earlier, it is my opinion that this 
Fact Book places undue emphasis on government medical ex- 
penditures. It also includes expenditures that cannot be properly 
classified as expenditures for medical care. It does exclude 
from government expenditures the medical expenditures of the 
military establishment but includes all medical expenditures of 
the Veteran’s Administration with the exception of expendi- 
tures for domiciliary care. The Veteran’s Administration ex- 
pended almost 6 billion dollars, not all for medical care, of 
course, in 1951. How much of this amount is included in the 
total for government expenditures given in the Social Security 
Bulletin (the source for the Fact Book) is not determinable 
from the information given. If, as I suspect, Veteran’s Ad- 
ministration costs loom large in the figure given, these estimates 
of government expenditures for medical care misrepresent the 
actual amount spent for medical care by government. Expendi- 
tures resulting from a war such as those of the Veteran’s 
Administration are not truly medical expenses, but part of the 
cost of war. I believe that Veteran’s Administration expendi- 
tures should be eliminated entirely from the data presented in 
the Fact Book or medical expenditures for the military estab- 
lishment added. They are inseparable, for both are costs of 
war. 

I have used personal consumer expenditures as a frame of 
reference rather than personal or national income because I 
believe that the more inclusive aggregates are not strictly 
comparable to consumer expenditures for medical care since 
these data do not include government expenditures. One could 
add all government expenditures for medical care to personal 
consumer expenditures for medical care and express the total 
as a percentage of any of the national aggregates—gross na- 
tional product, net national product, national income, personal 
income, disposable personal income. With total government 
expenditures increasing so greatly—partly as a result of defense 
expenditures—it is likely that the percentage relationships 
would not differ too greatly from those arrived at using con- 
sumer expenditures only; or, if the percentages did differ con- 
siderably, the significance would be difficult to determine. We 
believe the fewest difficulties in the concept of national aggre- 
gates are involved in our choice of personal consumer expendi- 
tures. The substantial increases in the national debt have, 
moreover, made the precise meaning of these national aggre- 
gates quite uncertain. Prof. Seymour Harris and I might debate 
that question at some other time. 


While expenditures for medical care and expenditures for all 
goods and services in the consumer’s budget increased at 
approximately the same rate, medical prices lagged consider- 
ably behind prices in general. Data from the Department of 
Labor’s Bureau of Labor Statistics indicate that the Consumers’ 
Price Index was up 85.6% since 1935-1939 while the price 
index of medical care and drugs had risen only 55% by 1951. 
Physicians’ fees rose 45%; general practitioners’ fees 45%, and 
surgeons’ and specialists’ fees 44%. Of all the medical care 
items hospital rates alone rose more rapidly than the index of 
the prices of all goods and services—rising 161% since 1935- 
1939. This increase, of course, reflects the hospital’s exposure 
to the full impact of inflationary forces, the provision of a 
much shorter working day for nurses and other employees, and 
the inability of a hospital as a charitable institution to stabilize 
costs through such customary accounting measures as depreci- 
ation and taxes. It also must be remembered that while hospital 
tates have increased, average length of stay has decreased. This 
change reduces the total bill paid for an average illness. 
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At the same time that medical care items underwent a rela- 
tively small increase in price, average weekly earnings increased 
rapidly. According to the U. S. Bureau of Labor Statistics, 
average weekly earnings of production workers in manufactur- 
ing industries increased 189% ($22.42 to $64.88) between 1935- 
1939 and 1951. With medical care and drug prices rising only 
55%, it would take just 54% of a week’s wages in 1951 to 
purchase the same amount of medical care as a whole week’s 
wages in 1935-1939. Exactly one-half of a week’s wages in 
1951 was necessary to purchase the same amount of physicians’ 
services as a whole week’s wages in the base period. The 
hospital services purchased with a week’s wages in 1935-1939 
would require 90% of a week’s wages in 1951. 


WHAT WE GET 

Now consider what we get for what we spend. Since con- 
sumer expenditures for a given item are equal to the average 
price of that item multiplied by the total quantity purchased, 
we Can arrive at a rough index of the quantity of medical care 
by dividing the index of expenditures for medical care by the 
corresponding price index. Using this procedure, we find that 
the index of the quantity of medical care rose from 1.0 in 
1935-1939 to 2.2 in 1951. This crude ratio or index indicates 
that the amount of medical care purchased by the American 
people has more than doubled since the base period. Because of 
a 20% increase in population during this interval, the increase 
in quantity per person was somewhat less, about 85%. 

These indexes of quantity, however, have certain inherent 
limitations. Primary among these is the fact that consumer 
expenditures are estimated for the entire nation while the price 
indexes cover only moderate-income families in 34 large cities. 
Despite this limitation, the Consumers’ Price Index series is 
widely used by statisticians in this same manner to arrive at 
quantity indexes and is generally the basis of wage negotiations 
between employers and employees regarding the cost of living. 
But because of the chance of error involved it probably would 
be more realistic to assume that the increase in the quantity of 
medical care purchased between 1935-1939 and 1951 was 
somewhat less than 85% per capita. 

Using the same procedure we can find quantity indexes for 
the individual medical care items. The quantity index for physi- 
cians’ services was 2.1 for 1951, or twice as great as the 
quantity in 1935-1939. Again, a more conservative estimate is 
warranted. After allowing for the gain in population and the 
shortcomings of the data for these computations, the increase 
in the per capita quantity of physicians’ services received was 
at least one-third to one-half. 

These indexes can also serve to give a rough indication of 
the increase in the amount of services delivered per physician. 
According to the latest available data, the increase in the 
number of physicians between 1935-1939 and 1951 was 26%. 
If the index of the quantity of physicians’ services is adjusted 
for this increase, we find that the quantity of service delivered 
per physician during these years increased 68%. A more 
conservative estimate would be an increase of 50%. This un- 
doubtedly demonstrates the increased capacity of the physician 
to care for patients made possible through the greatly expanded 
use of nurses and technical assistants, the introduction of won- 
der drugs, improved transportation, the increasing proportion 
of patients seen in the hospital and office, and other increases 
in technological efficiency. The quantity index for hospital 
services in 1951 was 1.8, for dentists’ services 1.8 and for 
drugs 2.2. 


All of the ratios should be considered rough approximations. 
Although the precise quantity increases are unknown, it is ob- 
vious that the American people are enjoying the fruits of tech- 
nological improvements in the field of medicine just as in 
industry, agriculture, and transportation. It should be extremely 
clear to all students of medical economics that the supply of 
medical services can no longer be measured by counting the 
number of active physicians, dentists, and nurses. On the whole, 
these indexes indicate that the American people in 1951 were 
receiving relatively more medical care for their money than 
they were in 1935-1939. 
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But the great improvements in the quality of medical care, 
which have made a given amount of services so effective today, 
can never be measured by quantity indexes. What is our system 
of medical services giving us in terms of health? While our 
health, of course, is not dependent on medical service alone it 
is medical service aided by better food, better housing, and 
better sanitation that is responsible for our present level of 
health. What is this level? What do we get in terms of health 
for the money we spend? (Before passing on to this topic I 
should like to express my regret that I do not have time to 
discuss the impact of voluntary health insurance upon what 
we spend. I know that Mr. Harry Becker, who has made a real 
contribution to the growth of voluntary health insurance, and 
others will develop this topic later.) 

The Fact Book fails to answer this all important question. 
The quantity and quality of physicians’ services is either an 
important or an unimportant fact. Perhaps it is the commis- 
sion’s intention to publish another fact book presenting value— 
our health progress as measured by our vital statistics. Our 
own Bureau at the A. M. A. has recently published Bulletin 92, 
Mortality Trends in the United States, 1900-1949, which pro- 
vides some of this information. Most of the second half of my 
paper is based on Bulletin 92. 

Three Indexes of the General Health Situation —There are 
three commonly used measures of the general health situation 
in a nation—maternal mortality, infant mortality, and life 
expectancy at the various ages, particularly at birth. These 
measures are closely related but are distinct aspects of health. 
Life expectancy at birth reflects the current mortality rates at 
all ages, whatever the causes of death; it is a static concept, 
not a forecast. Maternal mortality involves only the number 
of deaths due to diseases of pregnancy, childbirth and the 
puerperium. Infant mortality does not identify the specific 
causes of death but is defined on the basis of the age at death 
(under one year). 

Maternal Mortality: The maternal mortality rate in the 
United States was 6.2 maternal deaths per thousand live births 
in 1933, the first year in which every state was included in the 
registration area. At that time we ranked 11th among the lead- 
ing nations in maternal mortality. Today our maternal mor- 
tality rate is down to the very low level achieved in the 
healthiest small nations; it is below the apparently irreducible 
minimum of 1.0 deaths per thousand live births. In 1950 our 
rate was 0.8 deaths per thousand live births. Equally important 
is the fact that the spread between the highest and lowest state 
rates decreased from 7.2 (11.5-4.3) in 1933 to 2.3 (2.6-0.3) in 
1950. The highest state rate in 1950 was 2.6 deaths per 
thousand live births, which was less than two-thirds of the rate, 
4.3 for the best state (that is, the state with the lowest rate) 
in 1933. Thus the progress against maternal mortality has been 
general throughout the country. This form of health progress 
has not been limited to the wealthier section of our nation— 
as some persons are always claiming about all phases of health 
progress. 

As has often been pointed out, international comparisons 
have very limited meaning. For example, it is almost impossible 
to compare a large nation with a very diverse population like 
the United States with a small nation having a homogeneous 
population. For example, New Zealand excludes its native 
Maoris in computing their statistics, while we include our 
Negro population. But even in the face of such disadvantages, 
the maternal mortality rate of the United States is among the 
lowest, if not the lowest, of all nations. Denmark and New 
Zealand may have rates about the same as ours, although there 
is no official data for these other countries for 1951. But even 
more phenomenal is the fact that in 1951, Connecticut, a state 
which has a larger population than New Zealand, had a 
maternal mortality rate of 0.1; so did Oregon. 

Other nations are also experiencing a considerable drop in 
their maternal mortality rates. As this has occurred, the spread 
between the rates of the healthier nations has narrowed. As 
maternal mortality rates in many nations approach the level 
of 1.0, they will no longer be a gage for comparison of the 
health of nations. A spread of only 0.1 to 0.2 between the 
rates for any two nations may well be statistically insignificant; 
the small differences may be due to errors in reporting the 
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number of maternal deaths and live births. Maternal mortality 
has become a local problem. 

Infant Mortality: Our infant mortality rate has shown simila, 
improvement. In 1933 the infant mortality rate for the entire 
United States was 58.1 infant deaths per thousand live births. 
In 1950 the rate was 29.1 per thousand live births. Thus the 
1950 infant mortality rate was almost exactly one-half of the 
1933 rate. On a percentage basis the reductions in infany 
mortality have been almost equal for whites and nonwhites. 
The decline in the white infant mortality rate was approxi. 
mately 70% irom 98.6 in 1915 to 29.9 in 1948. The nonwhite 
infant mortality rate decreased from 181.2 in 1915 to 46.5 ip 
1948, a drop of 74%. The difference between the rates fo, 
the two race groupings is diminishing rapidly; in 1915 the 
nonwhites exceeded the whites by 82.6 infant deaths per 
thousand live births, while in 1948 the difference was only 164 
infant deaths. The difference between the infant mortality rates 
of the two groupings was only 20% of the difference in 1915. 

Improvement in infant mortality has also been general 
throughout the country. In 1933, the first year for which we 
have infant mortality rates for all states, the difference between 
the state with the lowest rate and the state with the highest 
rate was 97.3 (136.1-38.8); in 1948, it was only 45.8 (70.1-24.3), 
less than half the difference in 1933. 

How does our progress in infant mortality compare with 
other nations? In 1915 nine other nations had lower infant 
mortality rates than the United States; in 1933 there were only 
six; by 1949 this had been further reduced to five. Among the 
leading nations in 1949 were Sweden, New Zealand, Norway, 
Australia, and the Netherlands. In 1915, when the United 
States rate was 100, New Zealand’s rate was 50; thus the 
United States rate was twice that of New Zealand just 37 
years ago. In 1949 the United States rate, 31.1, trailed New 
Zealand’s (which excludes its native nonwhite population from 
these rates) by only 7; in fact, some of our states which are 
more similar to New Zealand in size and homogeneity of popv- 
lation have rates about as low as New Zealand’s. Most of the 
differences between the low infant mortality rates of the leading 
nations are due to differences in the definitions of stillbirths and 
live births. When the adjusted stillbirth rate is added to the 
neonatal (first month) rate the leading nations are found to 
have almost identical combined, or stillbirth-neonatal rates. 
In fact, I believe that this term should displace the traditional 
term “infant mortality” in future compilations of vital statistics. 
In addition, the rate in 1946 for the second six months of the 
first year is lower in the United States than in New Zealand 
or in any other nation. The differences in rates among the 
healthiest nations have become, therefore, of little significance. 
The important fact today is the very low rate that all these 
leading nations have reached. Future reductions will come 
slowly. Today in the United States, 97% of the babies bom 
survive the hazards of the first 12 months of life. 

Average Future Lifetime: A very important measure of 
health progress is how long persons live before they die. In 
1900 life expectancy at birth in the United States was 47.3 
years (Vital Statistics—Special reports, vol. 33, no. 9, Feb. 16, 
1951); in 1930 it was 59.7 years; in 1940 it was 62.9 years; 
and in 1949, 67.6 years. According to the Summary of Inter- 
national Vital Statistics, 1937-1944 (National Office of Vital 
Statistics, Washington, D. C., 1947) we outranked every other 
nation in the world with a population of over 15 million 
persons with regard to life expectancy at birth in the years 
nearest 1940 for which statistics were available. As a matter 
of fact, our rate of health progress, as indicated by increases 
in life expectancy at all ages, has been greater than the rate of 
health progress even in the small nations, with possibly one or 
two exceptions. 

As with our infant and maternal mortality rates, our gains 
in life expectancy have been made in a population that con- 
tains, as a result of immigration, very diverse elements from 
the health standpoint—with different traditions regarding pet- 
sonal and household cleanliness and other basic factors in 
health. It seems unreasonable to compare the life expectancy 
at all ages of a small country with a homogeneous white 
population to the life expectancy of a large heterogencous 
population. A more reasonable comparison of longevity could 
be made between some of the small countries and some of the 
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states of the United States or some of the large groups in the 
United States whose parents and grandparents were born in 
these small countries. Thus we find that Swedes live longer in 
Minnesota than they do in Sweden and that Norwegians live 
longer in South Dakota than they do in Norway. I say “live 
jonger” in Minnesota and South Dakota solely on the basis of 
comparisons in life expectancies at birth, which are not fore- 
casts. Although the United States is not exactly comparable 
to Europe, some areas as large as Europe would be needed to 
refcct all the climatic and demographic factors and the social, 
political, and economic institutions which influence health in 
‘he United States. From the standpoint of measuring what we 
have done with our diverse population under widely varying 
conditions, I believe that the United States has accomplished 
much more in the way of health progress in the 20th century 
than any other nation, large or small. 

But measurement of life expectancy for a new baby does not 
tell the whole story. Life expectancy is not synonymous with 
length of life. Life expectancy at birth in any chosen calendar 
year, such as 1900 or 1940, is the predicted number of years 
the average baby will live on the basis of the mortality of the 
persons of all ages during the baby’s year of birth. In other 
words, it is the average number of years which he would live 
if he were to live his entire lifetime from cradle to grave in 
that one year or under the mortality conditions of that one year 
prevailing throughout his life. The average baby in the United 
States has been living longer than his life expectancy at birth 
simply because, as the baby passes through time, health con- 
ditions are improving. 

Additional statistics that are often used as measures of 
health are the average age at death and the major causes of 
death. The average age at death rose from 36.9 years in 1900 
(in the registration area) to 58.6 years in 1948, a gain of 21.7 
years, or almost 60%. The four “older” causes of death, that 
is, the four diseases responsible for deaths at the higher ages 
—heart disease, cancer, cerbrovascular disease, and nephritis 
—accounted for 60.7% of all deaths in 1948. These same four 
causes accounted for only 23.0% of all deaths in 1900. In 
1940, 1945 and 1948 fatal accidents cut off more years from 
working lifetimes (age 20 to age 65) of the American people 
than any one natural cause of death. Heart diseases account 
for almost five times as many deaths but most of the victims 
were at the retired ages. Fatal accidents accounted for about 
7% of all deaths. The decline in the number of deaths from 
pneumonia and tuberculosis has made prevention of fatal acci- 
dents the most acute problem of preventive medicine for peo- 
ple at the working ages of life. After centuries of famine, 
pestilence, and strange maladies, violence now assumes the 
premier role in the denial of the completion of the productive 
earning period of life. 

A simple summary of our health gains is presented in the 
poster entitled “Our Health Progress Since 1900,” which I 
have on the wall above my desk. The changes noted in this 
chart are in large part, though not entirely, due to health 
progress; the other factors were changes in immigration and 
emigration and the natural growth of the population. First, 
in 1900 about one-third of the persons dying had lived half 
a century or longer; about three-fourths of the persons dying 
in 1949 had lived half a century or longer. Another way to 
pui this is that the older half of the persons dying in 1900 
had lived 30 years or more, and the older half of the persons 
dying in 1949 had lived 66 years or more; in statistical terms 
the median age at death has advanced about 36 years. Third, 
life expectancy at birth in 1900 was 47 years; in 1949 it was 
68 years. Fourth, since 1900 the entire population of the 
United States had doubled while the population age 65 and 
over has quadrupled. And last, the lowest state maternal mor- 
tality rate in 1933 was 4.3. The state with the worst figures 
in 1951 had a rate of 2.1 or less than one-half that of the 
State with the best record 18 years previously. 


THE “HEALTH” CRISIS 
We started the century with a low health rank among the 
nations of the world, handicapped by a mixed population. 
Our rate of health progress has been so great that today we 
rank with the healthiest nations. We have no health crisis in 
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America today in the traditional use of that term. It must be 
understood, however, that there are limitations on medical 
progress. The “span of life” has not been increased; the oldest 
person in history may have lived in the Ist or 10th century 
B. C. or A. D. When a doctor saves a woman in childbirth, 
he just adds her name to the list of potential victims of cancer 
later on. Or if the doctor saves a laboring man with pneu- 
monia, he is adding one more name to the list of potential 
victims of heart disease. Medical progress can change only 
the age and cause of death. Whatever strides medical progress 
makes, it can never be adequate for the family of a dying 
man. By reducing our infant and maternal mortality rates and 
by increasing our life expectancy at birth, medical progress 
has enabled a greater number of persons to live to a higher 
age. The health crises featured in many current articles on 
health is this: Too many persons are too fat. I do not think 
I want to discuss that health crisis. 

Our health progress has been so remarkable and has come so 
fast that there has not yet been time for the necessary adjust- 
ments in our social institutions. The very fact that more per- 
sons live to a higher age poses a problem for our society. 
As I have already noted, our population age 65 and over has 
quadrupled since 1900. If we are to truly enjoy the gains of 
our health progress, we must adjust our thinking to the prob- 
lems of an aging population. Our aged population should 
become a productive and integrated part of our society. Em- 
ployment and pensions must be provided for these people in 
such a way as to contribute and not detract from a healthy, 
free-enterprise economy. 

The “health” crisis is not the prevention of 325,000 deaths 
each year, as Oscar Ewing claimed in his book on the nation’s 
health. Rather, our “health” crisis today is the social crisis 
that health progress has created—by allowing so many of us 
to survive the diseases of childhood, youth, and middle age. 
The aging of our population and the “dying later” have com- 
bined to produce great changes in our way of life. It might 
be said that the real health crisis in the United States today 
is seen most clearly on the green benches of St. Petersburg, 
Fla., where retired citizens congregate during the cold months 
of the year. The problem is to enable them to utilize the sur- 
plus retired years effectively and fully. 

In discussing what we spend and what we get for what we 
spend, I have studiously avoided any reference to unmet needs 
for medical care or, as the name of this commission has it, 
“The Health Needs of the Nation.” Unmet needs is, of course, 
an abstraction. Writers have pointed to the unmet needs for 
legal services and the unmet needs for medical services in area 
studies. Perhaps studies of unmet needs for dental services, 
for the services of accountants, engineers, and of other profes- 
sional persons will be forthcoming. Only with a large number 
of these studies available could one appraise the relative stand- 
ing or rank of the unmet needs for any one commodity or 
services, such as medical service. These additional studies 
would provide a frame of reference in which to evaluate the 
relative importance of unmet needs for medical services. Since 
persons literally need everything, need alone cannot determine 
the allocation of goods and services. 

A study, however carefully conducted, that limits itself to 
the unmet needs for one type of service is likely to be mis- 
interpreted. Conclusions can be reached according to the degree 
of alarm one wishes to create of the frightful conditions trace- 
able to the unmet needs for the one service under considera- 
tion. The whole person in his particular economic and social 
setting must be considered if a study of needs is to be of any 
value. I would urge the commission to be very careful about 
the use of the term “needs.” If it can show that medicine is 
lagging and the reasons for the lag, the commission’s findings 
would be helpful. I regret that I could not present morbidity 
comparisons along with mortality comparisons in my paper, 
but I submit that the mortality comparisons presented do throw 
some light on the relative portion of the unmet needs for 
medical care as compared with the unmet needs of our people 
for all other goods and services. In short, what industry has 
been as successful as the “medical care industry?” 








1032 BUREAU OF MEDICAL ECONOMIC RESEARCH 





More than three months have elapsed since Truman’s 
Commission on the Health Needs of the Nation filed its 
findings and recommendations with him. It was stated that the 
recommendations in volume 1 were based on the materials to 
be found in the other four volumes but only volumes 4 and 5 
have been published to date; however, interest in the commis- 
sion’s report makes necessary publication of the analysis thus 
far prepared. If volumes 2 and 3 should furnish substantial 
additional information or argument, comment will be made in 
a later issue——Eb. 


BUILDING HEALTH BY COMMISSION 


Frank G. Dickinson, Ph.D. 


A studied attempt has been made to classify the recommen- 
dations of the Truman Commission on the Health Needs of 
the Nation as a middle-of-the-road program built on the solid 
foundation of voluntary health insurance. This claim demands 
our attention before examining the many parts of the report. 
The recommendations on financing (I, 47-48) significantly omit 
the word “voluntary” in reference to prepayment plans or pre- 
paid insurance. After spending almost $600,000 of National 
Defense funds, the commission took the wrong fork in the 
road, ignoring the turn marked voluntary health insurance and 
drove off into an open field where the members could put the 
fence posts and fences wherever they pleased, thereby claiming 
a middle-of-the-road position. In this unbounded field of pre- 
paid insurance or prepaid plans, not fenced in by the word 
“voluntary,” the commission could advocate almost any scheme 
that would provide for advance payment of the costs of illness. 
The mechanics of prepayment are approved, but the spirit and 
philosophy of voluntary prepayment plans are rejected. The 
word “voluntary” severely limits such plans to those that pro- 
vide free choice of physician and the reasonable opportunity 
to refuse to purchase insurance. Moreover, compulsory health 
insurance was not clearly rejected by the commission but 
merely put on the shelf with the expressed desire to avoid a 
violent controversy and with the admonition: . . . “It must re- 
ceive further study and consideration as a possible solution to 
the problem” (I, 46). Had the commission wished to clearly re- 
ject compulsory health insurance and to unequivocally accept 
the voluntary health insurance way, it could have said so in no 
uncertain terms. As a consequence, it has given little more 
than lip service to the voluntary character of the health in- 
surance plans that have grown so rapidly in recent years. In 
fact, the full term “voluntary prepayment plans” appears in 
the chapter, “Financing Personal Health Services” only among 
examined proposals for governmental assistance in the de- 
rogatory sentence, “Proponents of this plan point to the failure 
of existing voluntary prepayment plans to reach precisely those 
groups which need the protection the most” (I, 46). Only when 
subsidized by government would the commission expect the 
mechanics of prepaid plans to be adequate. Further evidence 
that the omission of the term “voluntary” from the recom- 
mendations of the commission was not accidental is found in 
recommendation number 4 (I, 48), which would provide 
socialized medicine for beneficiaries of Old Age and Survivor’s 
Insurance. Thus the twin claims that the commission recom- 
mended a middle-of-the-road program and accepted the volun- 
tary health insurance way are wholly unwarranted. 


ORGANIZATION OF REPORT 

So much for the attempts to present the report to the public 
in the most favorable light. A thumbnail sketch of the five 
volumes is provided by their titles: volume 1, Findings and 
Recommendations; volume 2, America’s Health Status, Needs 
and Resources; volume 3, America’s Health Status, Needs and 
Resources—A Statistical Appendix; volume 4, Financing a 
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An analysis of volumes 1, 4, and 5 of the Report of President Truman’s 
Commission on the Health Needs of the Nation, Building America’s 
Health, Vol. I-V, Government Printing Office, Washington, D. C. (Each 
volume is separately priced.) 

i. Statement of Board of Trustees on Report of the Truman Com- 
mission on the Health Needs of the Nation, J. A. M. A. 151: 302-303 
(Jan. 24) 1953. In our analysis of the report we have generally avoided 
repeating any of the comments presented in the statement by the Board 
of Trustees. 
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Health Program for America; and volume 5, The People 
Speak—Excerpts from Regional Public Hearings on Health. 
Volume 1 was released in mid-December and volumes 4 and 5 
during January and February. The Government Printing Office 
expects to have volume 2 available late in March and volume 3 
in mid-April. Since volumes 2 and 3 have not been examineq 
this analysis of the report of the commission must obviously 
be incomplete. Accordingly, few references will be made in 
this analysis to the 363 pages of volume 4 and the 521 Pages 
of volume 5. In addition, appended to this analysis will be 
separate summaries and comments on volumes 4 and 5, and 
if they are available in time, on volumes 2 and 3. 


THE PRESIDENT’S DIRECTIVE 


On Dec. 29, 1951, President Harry S. Truman issued a state. 
ment establishing the President’s Commission on the Health 
Needs of the Nation, consisting of a chairman and 14 other 
members to be designated by the President. The maximum 
time allotted the commission for its work was one year. Paul 
B. Magnuson, M.D., was selected as chairman. “‘The Com- 
mission has one major objective,’ the President wrote. ‘During 
this crucial period in our country’s history it will make a 
critical study of our total health requirements, both immediate 
and long-range, and will recommend courses of action to meet 
these needs.’” (I, ix) . . The directive from the President 
instructed the commission to inquire into and study: “(h) The 
extent of Federal, State, and local-government services in the 
health field, and the desirable level of expenditures for such 
purposes taking into consideration other financial obligations 
of government and the expenditures for health purposes from 
private sources.” [Italics supplied.] (I, iv) These four words 
have been italicized because the findings and recommendations 
in volume 1 completely ignore the other financial needs of 
government. This admonition by the President has lost none 
of its significance by the election of the new President, for 
lawmakers must always be concerned with the public interest 
no matter how blind a particular commission may be to the 
unmet needs of society outside the scope of the investigation. 


RECOMMENDATIONS 


While the recommendations (volume 1) are numerous—al- 
most 100—and listed in considerable detail, they relate to a 
few main topics. The commission recommends federal aid to 
schools of medicine, dentistry, nursing, and public health not 
only for modernizing and expanding their physical facilities 
but also for operating expenses. They also desire to encourage 
the development of new schools and to provide federally sub- 
sidized scholarships. The commission believes the Hill-Burton 
federal hospital survey and construction program should be 
extended and expanded. The principle of federal grants-in-aid 
should be maintained for major construction and moderniza- 
tion. There should be a development of health centers built 
around hospitals for the integration of preventive, chronic, 
general, and rehabilitative services. In regard to the practice of 
medicine, the commission recommended the development of 
group practice, particularly groups associated with prepayment 
plans. In fact, the commission desired that federal loans be 
made available to local organizations for this purpose. 

The commission believes that medical care should be, in the 
main, financed through government-aided prepayment plans, 
not voluntary prepayment plans. These plans should offer 
comprehensive services to “as many people as they can” (I, 47). 
A cooperative federal-state program should be established to 
assist in the financing of persona! health services. Each state 
would draw up a plan for the distribution of health services 
using public or private agencies and resources and would be 
expected to conform to certain federal minimum standards. 
Federal funds for the program would come from funds col- 
lected under OASI for the purpose of providing health service 
benefits on a prepayment basis for eligible recipients of old-age 
insurance benefits and would come from general tax revenues 
for assisting states in providing prepayment benefits to those 
receiving public assistance. The effect of this recommendation 
upon these persons has already been clearly stated by Louis H. 
Bauer,! President of the American Medical Association, “ “The 
Commission proposes that funds collected through the social 
security system be used to purchase medical care for bene- 
ficiaries (now four and one-half million) covered by that sys- 
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tem. Under this plan, the federal government, through payroll 
deductions, would pay directly for the medical care of an ever- 
increasing segment of our population, and our health services 
would inevitably be controlled by Big Government.’” General 
tax revenues are also to be used in aiding states in providing 
the same type of health benefit for the general population. On 
the other hand, universal compulsory health insurance of the 
Ewing type was insecurely shelved. Among the other recom- 
mendations are the establishment of a permanent federal health 
commission, a department of health and security, federal 
grants-in-aid for the purpose of assisting in the establishing 
and maintenance of local health departments, and federal 
grants-in-aid to states to assist them and local governments in 
operating facilities for tuberculosis and mental disease and 
other long-term illness, for multiple screening by the health 
departments to detect disease, and to provide immediate 
dental care to all children. Implementation of all the recom- 
mendations would increase federal expenditures for health 
activities by one billion dollars; three-fourths of the increase 
would be for the various grants-in-aid to the states to assist in 
the provision of personal health services. Presumably the states 
would expend more than a half billion dollars in matching the 
grants-in-aid. The commission apparently considers the effect 
on all grants-in-aids on both federal and state revenues in- 
consequential. They ignore the obvious fact that the expanding 
need for federal revenues has forced Congress to invade tax 
resources formerly used by the states. As Congress appropri- 
ates more and more grants-in-aids, more and more sources of 
state revenue are invaded. The current proposal by Sen. Robert 
A. Taft for a full-scale study of the whole question of federal 
grants-in-aids to states promises an examination of this prob- 
lem of encroachment in a way that may develop more eco- 
nomic sanity. 

The stress on the obligation of the federal government to 
equalize the opportunities for health among the citizens of the 
various states through the use of the federal taxing power to 
overcome the disadvantages of low-income states is in strange 
contrast to the commission’s emphasis on “a grass roots ap- 
proach” to good health care; moreover, the differences in per 
capita incomes in the several states warrant far more attention; 
for example, few states have enjoyed as high a rate of increase 
in per capita income as did Mississippi between 1940 and 
1950. More than half of the people of that state are rural 
farm residents, and their income is supplemented by nonmoney 
income. Again, it can be hoped that the proposed study by 
Senator Taft will remove some of these illusions of extreme 
differences in the per capita income of the several states. 

In some respects the commission has presented a more 
realistic analysis of the health problems of the nation than did 
the Ewing Report.? It presents no fantastic claim that national 
compulsory health insurance would reduce the annual number 
of deaths from 1,500,000 to 1,200,000, but it does at one point 
seem to support the Ewing claim that half of the families in 
the United States cannot afford medical care in a hit-and-run 
type of generalization: “However, the individual often does not 
obtain health services when the need arises because he simply 
does not have the money to pay for them. The bald fact that 
about half of our families receive $3,000 or less in annual 
income is proof of this” (I, 43). Most of the members of the 
commission must know that the families in this income group 
are not typical of the other half of the families in size or age 
distribution and that a large proportion of them live in rural 
areas where cash income is supplemented by noncash income. 
Many of these families have no dependents; many are com- 
posed of only two persons. The failure of the commission to 
qualify this statement is unfortunate. Did the members or staff 
know that this hit-and-run comment could not stand up under 
analysis? Furthermore, in its references to inability to pay the 
commission has little or no concern for the large slice of 
income taken from the pockets of most of these low-income 


persons by taxes. = Genera CRITICISMS 


Volume 1 covers a very wide range of subjects. No new 
data are to be found in this volume—and none in volumes 
4 and 5—as the purpose of the commission was to compile, 
assemble, and interpret data rather than to develop new data. 
Much the same comment applies to its recommendations, for 
practically all of them have been either incorporated into 
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proposed legislation during the past 10 years or suggested by 
one or more students of a particular phase of some health 
problem. In some of the proposals the language of the original 
Wagner-Murray-Dingell Bill for compulsory health insurance 
is repeated. The suggestions regarding the use of social security 
funds for the aged strongly resemble, as we shall show later, 
the recommendations of Federal Security Administrator Oscar 
R. Ewing concerning free hospitalization of the aged. So our 
first observation regarding volumes 1, 4, and 5 is that they 
contain nothing new. 

The commission never succeeds in getting out from under 
the shadow cast by the unfortunate choice of its name, The 
President’s Commission on the Health Needs of the Nation. 
Persons need everything. They need food and clothing and 
shelter; they need recreation. They need many goods and 
services other than those described in the document. Yet, the 
members of the commission never get out of the vacuum cre- 
ated for them by those magic words “health needs.” The 
members, of course, are not responsible for the name of their 
commission. There are unmet needs for every good and 
service that Americans consider good enough to purchase and 
that do not exist free in nature. When, as, and if Congress 
and the legislatures of the several states consider the additional 
outlays for health set forth in the report, the alternate uses of 
such outlays will be a primary consideration—perhaps the 
major consideration. Lawmakers cannot forget that persons 
need everything. The commission did! In other words, this is 
an unbounded study, because the commission is concerned 
with only one of the needs of persons. It is unrealistic because 
it provides no frame of reference. Meeting every need that 
some other agency is failing to meet is a delusion that can 
damage our medical care system and contribute nothing to 
the salvation of society. 

From this failure to place medical care in the setting of all 
human needs follows another great weakness of the report. It 
takes for granted that the splendid system of medical care 
available in the United States—and the commission does state 
that our system of medical care is excellent—will remain 
splendid no matter how much trimming, pruning, and grafting 
on of new functions these architects recommend. They have 
little concern with killing the tree, for their eyes are on its 
defects. They race blindly along assuming that they cannot 
damage the tree because each addition may have looked good 
before it was added to the tree. This gives to the report a 
general atmosphere of unreality. In most instances the grafting 
on of new branches is to be done by government. In fact, the 
notion of Big Government dominates this report, as indeed 
one would have presumed it would before Dr. Magnuson chose 
a single member of the commission, for the President who 
conceived the idea of the commission is an advocate of Big 
Government. The unwillingness of the commission to examine 
the assumption that the private part of the system would not 
be weakened by the additions vitiates the report, which con- 
tains many compact summaries of data published elsewhere. 
The commission should not seek to explain its shortcomings 
in this particular by pleading lack of time or restrictions im- 
posed by its title; both should be classified as among the tradi- 
tional excuses of men who cannot rise to the level of the social 
scientist but, figuratively speaking, can only talk about a 
finger at a time, an elbow, or shoulder, or a knee—as if the 
task of the social scientist were merely one of conducting a 
study of the human anatomy piece by piece. Man as an entity 
escapes the commission! 

This defect permeates all the findings and recommendations. 
It is partly responsible for the recommendation that Big 
Government should step in and fill in all these gaps in health 
care. The commission would not hesitate to obtain “adequate,” 
“comprehensive” health care “for all,” in “every area.” It would 
sweep out the “obsolete structures of the past” [hospitals]; it 
would produce “adequate” numbers of physicians and other 
personnel; it would provide “every qualified” boy an “equal 
opportunity.” These invasions of the realm of pure, undefiled, 
undefined, unqualified semantics produced the paragraph given 





2. Ewing, O. R., The Nation’s Health: A Ten Year Program: a report 
to the President, Federal Security Agency, Washington, D. C., 1948. See 
also: Dickinson, F. G., An Analysis of the Ewing Report, Bulletin 69, 
Bureau of Medical Economic Research, American Medical Association, 
1949. 

















below from page 3 of volume 1 (which is repeated on page 2 
of the official 34-page summary): 

“We set as a goal for this Nation a situation in which 
adequate health personnel, facilities and organization make 
comprehensive health services available for all, with a method 
of financing to make this care universally accessible. We are 
confident that many of the great plagues of the past can be 
eradicated; present knowledge makes possible the extermina- 
tion of tuberculosis, syphilis, typhoid fever, diphtheria and 
other diseases. We look forward to the control of poliomyelitis, 
cancer, and many forms of heart disease. We expect to see a 
splendid hospital system with every area of the country pro- 
vided with an adequate number of beds, and the obsolete 
structures of the past replaced by new facilities which embody 
all the modern advances. We seek the expansion of our edu- 
cational system so that an adequate number of physicians and 
all other needed personnel will be trained, with every qualified 
boy and girl having an equal opportunity to enter the pro- 
fessions. We favor continued research into health problems, 
including the training of an adequate number of scientific 
workers and providing them with facilities to carry out their 
work.” [Italics supplied.] 

Apparently the commission has chosen to forget that exactly 
the same phrases could be used for food, for clothing, for 
shelter, and any of the good things of life. The fact that the 
medical care industry is regarded by some qualified students 
as the most efficient industry in America is of no concern to 
the commission, because they refuse to come out of the 
vacuum created by their assumption that medical care is the 
only human need. This point needs to be stressed further. The 
progress of man is largely one of creating new wants. Poverty 
may be either a lack of goods or a lack of wants. Without 
unsatisfied wants, progress would cease and stagnation would 
prevail. In our dynamic society, wants have been expanding 
and needs have been expanding and should continue to expand. 
Human wants are expandable without limit as to both number 
and variety. That means both progress and unmet needs. No 
study is needed to prove that there are unmet needs for medi- 
cal services, legal services, dental services, “grade A” milk, 
shoes, and any other commodity or service that sells for a 
price, because such need is obvious. 

The problem of statesmanship is to foster expansion of 
human wants and to keep the unmet margins at about the 
same level of intensity. There are unmet needs for legal 
services. Should Big Government step in and provide those 
and all other unmet needs? The money spent by Big Govern- 
ment must inevitably mean that money that could have been 
spent by the taxpayer must be paid over to government. Taxes 
always represent unmet needs to the taxpayer, for the money 
he pays the tax collector cannot be spent for “grade A” milk, 
housing, or recreation. 

This created vacuum induces the commission at times to 
accept the “poor, dumb peasant theory”—that the American 
people are such poor, dumb peasants that they do not know 
how to spend their money wisely and that it must be taken 
away from them in taxes by an all-wise government that knows 
best. (Again, the omission of the word “voluntary” from volun- 
tary prepayment plans is consistent.) The commission does not 
always trust the people to make good choices. These poor, 
dumb peasants prefer to spend their money on something else. 
The commission believes that they should not be permitted to 
do so and that health expenditures should be given top priority, 
the priority of sovereignty; in other words, taxes. In this sense 
the commission’s report must be branded socialistic, for the 
essense of socialism in our times is the poor, dumb peasant 
theory. Elsewhere we have called the new brand the “minimum 
standards for all” brand of socialism sans government owner- 
ship. Those who believe in the wisdom of the American people 
in choosing how to spend their money believe that the people 
collectively are choosing more wisely which health service or 
good not to purchase in order to purchase a different good or 
service. That this report does not go “all out” for compulsory 
health insurance now should not conceal the fundamental ideas 





2a. These five papers by Cooley, Miller, Schmidt, Hayden and Dickin- 
son have been reprinted by the Bureau of Medical Economics Research, 
American Medical Association as publication M-74. A copy of M-74 may 
be obtained from the Bureau, 535 N. Dearborn st., Chicago 10. 
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of some parts of it, notably the proposals for federal-state 
grants-in-aid and the use of the OASI mechanisms. The door 
would be opened part way. 

The stress on comprehensive insurance as the only desirable 
type of insurance, the omission of the word “voluntary” in the 
recommendations on financing as concerns prepayment plans, 
and the failure to consider the Presidential directive requesting 
the commission to consider health needs in reference to other 
financial obligations of government impose on any reviewer the 
necessity of attempting to do the job that the commission 
shirked, Our task is made easy by some of the testimony 
published by the commission but ignored in making the 
recommendations. According to Emerson P. Schmidt, Ph.D., 
director of economic research, Chamber of Commerce of the 
United States: “Our economy can provide for adequate health 
services in the same sense that it can provide adequate whiskey, 
adequate cigarettes, adequate automobiles, adequate kitchen 
facilities, or adequate anything else that is set high enough in 
the priority of the desires of the average citizen” (IV, 135). 

This problem of consumer choice was also clearly presented 
to the commission by Charles G. Hayden, M.D., executive 
director, Massachusetts Medical Service, in these words: “In 
concluding this portion of my presentation I regret that I can- 
not tell you what scope of Blue Shield benefits the people of 
this country will ultimately decide is adequate and effective, 
However, I can tell you that Blue Shield plans are in a position 
to offer satisfactory protection against the cost of physicians’ 
services and that the extent to which they do so will depend 
entirely upon the willingness of the public to pay premiums. 
At some point it will be more judicious for thinking people to 
put the equivalent of premiums in the bank” (IV, 50). 

Schmidt also notes that if we had kept the automobile very 
low on the priority list of our desires and then suddenly raised 
its priority, the necessary technical preparations for abundant 
cars would involve considerable delay. He notes that a person 
may purchase a $2,500 automobile on the installment plan 
because he wants it but may regard a charge of $2,500 for 
surgery as “a violation of social justice.” Schmidt further 
states (136), “I have never heard of a forum or a hearing on 
whether our economy can provide these other things.” Schmidt 
continues his lecture on the problem of values in a free society 
by asking the commission if it was prepared to show that con- 
sumer expenditures on a television set or an automobile may 
not help to produce human satisfaction, contentment, and even 
better health. This fundamental idea that the consumer is the 
dictator in a free society is also stressed (IV) by George 
Cooley (76), John H. Miller (55),28 and others and is skillfully 
attacked by I. S. Falk (66) and others. The unwillingness or 
the inability of the commission to grapple with this problem 
of values in a free society warrants, in our opinion, the charge 
that the commission has really advocated the welfare state, 
even though it would shelve compulsory health insurance. 
Although it may seem severe, I do not hesitate to express the 
opinion that the commission has advocated the welfare state, 
even though some members of the commission may not have 
realized what they were doing. 


SPECIFIC CRITICISMS 


Depending on what one considers a proposal, there are 
between 80 and 100 specific proposals. They literally cover the 
water front. It is manifestly impossible in a short analysis, 
even if it were limited to volume 1, to comment on all of 
these proposals. Many of the findings and recommendations 
are so generally acceptable that they may be considered 
platitudinous; for example, the necessity of the individual 
assuming some responsibility for his own health and the im- 
portance of preserving the patient-physician relationship. Some 
of the proposals and recommendations, however, seem to 
wander far from the central problem; for example, many 
persons will insist that in a free society health is not a right 
but an obligation and any attempt to make it a right merely 
conceals the subject under discussion. In fact, it appears to me 
that most, if not all, of these so-called proposals, findings, or 
recommendations could have been made a year ago during 
the first few meetings of the commission without the pages 
and pages of opinions and data. 

Specific criticisms must be aimed at some of the items that 
are not platitudinous. The report offers little that is new to a 
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student of medical economics. The commission has not hesi- 
tated to revive discredited reports of the Federal Security 
Agency in order to provide some weak support for some of 
the predetermined recommendations; for example, the esti- 
mated doctor shortage (I, 13) of 45,000 predicted for 1960. 
Surely if the members of the commission had taken the time 
and the trouble to examine some of the published literature, 
they would have found that this estimate of the doctor shortage 
in 1960 (by the Federal Security Administration) was based on 
qa statistical procedure that would have “created” a doctor 
shortage of 90,000 in 1960 if there had been twice as many 
physicians in certain areas in 1940 as there actually were; and 
conversely, the estimated shortage for 1960 would have been 
cut in half if there had been half as many in these areas in 
1940. More doctors in 1940, a greater shortage in 1960 and 
fewer doctors in 1940, a smaller shortage in 1960! Such are 
the unbounded limits of “health needs,” and the subtle arts 
of statistical propaganda. The members of the commission 
can, perhaps, salve their consciences by attributing such an 
absurd statement to members of the employed staff. Although 
lending credence to such a ridiculous statistical procedure 
seems to be in tune with the semantic paragraph on page 3 
of volume 1, it does spotlight the intellectual poverty of the 
commission and its inability to present a fresh approach. 

Some members of the commission may be unaware of the 
roadblock that the report placed in the path of our voluntary 
health insurance plans. By insisting on comprehensive health 
insurance, the commission continues the frustrating agitation 
from Washington that has made it more difficult for our 
voluntary health insurance plans to apply the deductible prin- 
ciple so well established in other fields of insurance and so 
widely accepted by automobile owners in the payment of 
collision claims. The commission has added fuel to the fire 
and has, to the extent that this report influences public policy, 
postponed the day when voluntary health insurance plans can 
cease paying the small “five-and-dime” claims that clutter up 
the daily work of the plans and add materially to their over- 
head costs of operation. Insurance men use the term “trading 
dollars with your policyholder” in reference to the almost in- 
evitable small losses. Trading dollars with the insured destroys 
the basic idea of insurance. It would be cheaper for the in- 
sured to pay these small frequent losses. The big stick of 
“comprehensive insurance” discourages the management of 
voluntary plans and insurance companies from concentrating 
their fire on larger claims in order that a fixed premium may 
pay all of these smaller claims. Apparently the commission is 
not familiar with the difficulties managers of voluntary plans 
and officials of insurance companies encounter in trying to 
persuade persons to pay premiums, however small, on any 
health insurance policies. The man in the street has been lulled 
into believing that he is being robbed if he does not get at 
least one claim check from his health insurance plan almost 
every year. Yet most car owners deem their collision insurance 
“comprehensive,” even though they must pay the first $50 of 
a collision claim. 

In addition to the continuous and incessant use of this term 
“comprehensive” in propaganda of the Federal Security 
Agency, the voluntary prepayment plans have been confronted 
with the demands of labor unions for comprehensive coverage. 
One can understand the desire of labor union negotiators to 
get from the employer every possible penny, especially as 
tax-free, fringe benefits during a period of so-called wage 
stabilization controls. If the union is strong enough in bargain- 
ing, why should it support a deductible plan for its members, 
who would still face the necessity of paying for the small in- 
cidental medical services most families face and can take in 
their stride? Their insistence on comprehensive insurance is 
sometimes based on the alleged need to prevent long illness by 
encouraging the employee to see the doctor at the first sign 
of any unusual physical condition. Although there is some 
truth in this argument, it is mostly used as a whipping boy to 
enable the unions to use their full bargaining power in getting 
the employer to pay larger and larger premiums as fringe 
benefits. The commission’s insistence on comprehensive in- 
surance, therefore, not only suggests that the commission’s 
ideal citizen is a “kept man” in our society but places the 
commission on record as being perfectly willing to postpone 
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the day when our voluntary plans will be able to rid them- 
selves of the curse of these “five-and-dime” claims and then 
proceed to expand their coverage of catastrophic illness higher 
and ever higher. In this particular phase of its report, the 
commission certainly did not offer anything constructive and 
forward-looking. 

The agitation for comprehensive insurance has frequently 
been accompanied by claims that group practice was the only 
solution. The two terms fit rather well together, and the com- 
mission’s strong, kind words on group practice (I, 33) are not 
disassociated with its insistence upon comprehensive insurance. 
Recommending federal loans to encourage combinations of 
group practice and prepayment plans places the commission 
on the side of local monopolies that would, if sufficiently 
numerous, obviously destroy the free practice of medicine. 
This recommendation is, however, consistent with the omis- 
sion of the word “voluntary” from the voluntary prepayment 
plans. The fact that about 19 out of 20 physicians have chosen 
to serve the medical needs of the people through individual 
proprietorships or partnerships seems to be a matter of little 
consequence to the members of the commission. 

The members of the legal profession do not regard large 
law offices with many specialists as the only type of organiza- 
tion by which legal services can be successfully given to the 
people. This stress on group practice must puzzle the family 
physician, for the commission does have some very kind 
words for him. But then it turns around and seems to imply 
that the family physician cannot render good medical service 
unless he is surrounded by a number of specialists organized 
in a group. Perhaps such blatant inconsistencies are an in- 
evitable result of trying to compromise the differences in the 
points of view of the 15 members of the commission. Never- 
theless, it is difficult to determine whether the commission is 
for or against the family physician. 

These semantic forays with such terms as “comprehensive,” 
“all,” and “every” encompass the report’s discussion of the 
indigent. Voluntary health insurance has changed the test of 
medical indigency from ability to postpay certain medical and 
hospital bills to the ability to prepay regularly a certain small 
premium—approximately the price of a package of cigarettes 
a day for a family. Where such insurance is readily available, 
the only persons who are indigent as regards the coverage 
offered by the voluntary plans are those who cannot afford to 
pay 25 cents a day. There are such persons. Every discussion 
of medical economics by physicians starts with the premise 
that it is the duty of the physician to offer his services free to 
those who simply cannot pay. The problem of medical in- 
digency is as old as the medical profession itself. If the com- 
mission had not been so concerned with semantics and with 
“health needs,” they would have seen that poverty is a uni- 
versal problem with regard to all goods and services that the 
indigent cannot purchase. In its evaluation of the problem of 
medical indigency, the commission left the track. If the situa- 
tion in the United States for the indigent is worse in regard 
to medical care than it is in regard to food, clothing, and 
shelter, then the commission would have been justified in 
bringing down on the heads of the medical profession all the 
wrath it could command. But the utter and dismal failure of 
the commission to consider the whole man, the entire range 
of needs of the indigent as a whole human being, and the 
position of medical needs in that range warrants a cold shoul- 
der at the bar of public opinion. Again, persons need every- 
thing—particularly the indigent. 

Although the commission gently shelves compulsory health 
insurance on a national scale, its worship of “comprehensive” 
leads it to the untenable position of giving its blessing to 
regional health authorities, who would be given funds to pro- 
vide “comprehensive” health services for all persons in the area 
who were eligible (I, 46). Furthermore, in order for the physi- 
cian to be compensated from such funds he would have to 
associate himself with other physicians into what is patently 
a system of regional group practices, that is, panel practice. 
Whether the persons of the region would prefer to spend these 
funds on other good things of life is, apparently, no concern 
of the commission. 

Throughout volume 1 little attention is given to the phe- 
nomenal health progress that has been achieved in the United 

















1036 BUREAU OF MEDICAL ECONOMIC RESEARCH 


States. Again, the shadow of “health needs” dominates the 
report. A simple illustration of our health progress should 
suffice. The “nationwide” probability that a woman will die 
from pregnancy, childbirth, or confinement is currently about 
one-eighth of the probability that she herself would have been 
left motherless at birth only a generation ago. Is any industry 
as efficient as the medical care industry? Is any industry enjoy- 
ing such a rapid rate of technological progress, such a rapid 
increase in the quantity and the quality of its product? We 
believe the medical care industry holds first place in the entire 
economy in this respect. It is high time that commissions be 
appointed to study the shortcomings of some of these other 
industries instead of making the medical care industry the 
target. One might also observe that the rapid increase in the 
number of our old persons is creating quite a pension problem. 
Each successive publication of the National Office of Vital 
Statistics usually reveals some improvement in mortality. The 
steady march of health progress is known to all persons. The 
commission, however, plays down our health progress because 
it was commissioned to find the things that are wrong and 
report them to President Truman. 

I have had a preview of an incomplete edition of the com- 
mission’s “Fact Book” and have noted some strange, un- 
accountable omissions. Since it is possible that the final edition 
may meet my criticisms made to the commission at its last 
panel session on Oct. 7 and 8, 1952, further comment at the 
present time must be restricted. At the October meeting we 
were concerned with the general stress in the “Fact Book” on 
what the people spend on medical care, with very little em- 
phasis on what the people get for what they spend (IV, 17). 
It seemed comparable to a study about what the American 
people spend for bread without saying .nything about the 
quantity and quality of the bread purchased. The people of 
the United States started this century far down on the list 
of the healthiest nations of the world but in the short space of 
half a century overcame most of the handicaps of a new 
country and a mixed population, many portions of which had 
traditions regarding health and personal habits that scarcely 
promote good health. On the basis of the kinds of handicaps 
we have had to overcome, it seems fair to say our health 
progress is the greatest in the world. Although we still do not 
outrank every nation in the world, large or small, we are on 
our way. Despite this remarkable health progress, persons still 
get sick; and, of course, persons die. In viewing the- nation’s 
health problems, we must remember that there are no absolute 
goals. The only goal is better health. We think that the com- 
mission failed because it did not delve into the matter of health 
progress and never once raised the question of whether health 
progress could be too rapid. (Volumes 2 and 3 may, of course, 
do this.) I insist that no general formulas for changing the 
health system of the United States should be recommended 
without serious consideration of the goals and the economic, 
political, social, moral, and philosophical implications. 

Another strange omission was the failure to recognize the 
role of fatal accidents. It has been pointed out elsewhere that 
fatal accidents cut off more unrealized working years from the 
lifetimes of the American people than do fatal heart diseases.3 
How strange it seems that after centuries of pestilence, famine, 
plagues, and strange maladies we should arrive at the middle 
of the 20th century with fatal accidents as the prime destroyer 
of the working years of life. It is a ringing testimonial to 
medical and health progress, for fatal accidents have not risen 
to top rank because the percentage of total deaths due to 
violence has risen; rather, fatal accidents have risen in im- 
portance because such great destroyers of the working period 
of life as tuberculosis and pneumonia are on the wane. What 
does volume 1 of this report on the health needs of our nation 





3. Dickinson, F. G., and Welker, E. L., What is the Leading Cause of 
Death? Two New Measures, Bulletin 64, Bureau of Medical Economic 
Research, American Medical Association, September, 1948; also, Mortality 
Trends in the United States 1900-1949, Bulletin 92, Bureau of Medical 
Economic Research, American Medical Association, 1952. 

4. Mountin, J. W.; Pennell, E. H., and Berger, A. G.: Health Service 
Areas: Estimates of Future Physician Requirements, Federal Security 
Agency, U. S. Public Health Service, Bulletin 305, 1949. For the rebuttal 
see: The Alleged Shortage of Physicians, editorial, J. A. M. A. 142: 111 
(Jan. 14) 1950, reprinted as publication M-31, Bureau of Medical Economic 
Research, American Medical Association. 
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have to offer regarding violence as a cause of death? One anq 
one-half pages (62-63) in this volume of 79 pages! And no 
reference to the productive years cut off by fatal accidents. 
Such is the commission’s perspective of the “health needs” of 


the nation. ConceRN FOR QUALITY AND QUANTITY 


Only at the beginning of the section dealing with the supply 
of and demand for physicians (I, 11) does the commission 
clearly place quality above quantity in the medical profession, 
and appear to be genuinely interested in protecting the high 
standards of medical education. The observation that its re. 
gional panels produced abundant evidence of a doctor shortage 
is something less than convincing, for regional panels inquiring 
into the shortage of plumbers or schoolteachers would have 
produced much the same type and quantity of shaky evidence. 
On a national scale—it was treated as a national problem—it 
offers little more than the discredited statistics of the public 
health service.t (There may be other evidence in volumes 2 
and 3.) The commission ignores the evidence given to it and 
published in volume 4 that the output per physician has been 
rising at a very rapid rate, indicating that a count of the 
number of physicians clearly understates the amount of medi- 
cal service that a given number of physicians render. Just as 
more persons go to their grocery store to buy groceries, so 
more persons go to their physicians in the office or at the 
hospital rather than having the physician make a home call. 
In 1960 the number of medical school graduates will be be- 
tween one-fourth and one-third greater than the number of 
graduates in 1950, without any of the expansion that the 
advocates claim would result from federal aid to medical 
education. 

The obvious unwillingness of the commission to evaluate 
the information available on this alleged doctor shortage and 
its willingness to repeat the favorite figures of the propa- 
gandists for socialized medicine are additional evidences of 
the intellectual poverty of the commission. The espousal of 
federal aid to medical education would, in the minds of many 
leaders of medica! opinion, lower the quality of medical edu- 
cation in the future unless the federal aid were a one-shot, 
once-and-for-all grant for physical facilities of the schools. 
This strange contrast between a fine appreciation of the prob- 
lem of quality and the dangerous remedy proposed charac- 
terizes much of the report, for in many places it provides a 
reasonable analysis of a problem and then proceeds to recom- 
mend a remedy that is more likely to aggravate the problem 
than to solve it. More generally, the report is weakest when it 
comes to recommendations and strongest in its analysis of 
the shortcomings of medical care. In more general terms, the 
commission has found it more difficult to solve problems than 
to describe them. If the commission had not been obsessed 
with the desirability of making Big Government bigger, it 
might have depended more on voluntary solutions. In passing, 
it should be noted that some leaders were disappointed with 
the failure of the chairman of the commission to produce a 
stronger analysis of the problem of non-service-connected 
disabilities of veterans, because, through his splendid work for 
the Veterans Administration, he was in an excellent position 
to make a valuable contribution. 


FINANCING HEALTH 

The principal recommendations of the commission on the 
matter of financing health services (mostly medical care, of 
course) are presented on pages 47-48 of volume 1. A brief 
summary is presented of the progress made by prepayment 
plans, with the term “comprehensive” insurance frequently 
employed to point out the glaring deficiencies of the former. 
As has been noted above, the term “voluntary prepayment 
plans” was not even mentioned under “recommendations.” 
These deficiencies are obvious to the commission only because 
they seem to be hypnotized by the term “comprehensive.” 
Little attention is given to consumer choices now being made 
where the voluntary plan offers three or four or five or six 
forms of coverage. The decision of some consumers to pur- 
chase one type of coverage and of other consumers to purchase 
another type constitutes a continuous poll of consumers in 
the area as to what type of insurance they are willing to pur- 
chase. The failure of the commission to recognize the im- 
portance of this kind of an opinion poll of consumers in a 
free society is doubtless responsible for the repeated use of 
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the term “comprehensive” insurance. The commission does not 
hesitate to offer its judgment of what the consumer should 
have as a substitute for the consumer’s own judgment. 

In recommending a federal-state program for financing per- 
sonal health services, the commission proposed that one of the 
sources Of federal funds be the Old Age and Survivor’s In- 
surance fund. This fund is to be used in financing health 
services for those already eligible for old-age benefits—now 
3 million insured persons and 1.5 million survivors. The com- 
mission states: “4, Funds collected through the OASI mecha- 
nism be utilized to purchase personal health service benefits 
on a prepayment basis for beneficiaries of that insurance pro- 
gram, under a plan which meets Federal standards and which 
does not involve a means test” (I, 48). This proposal is actually 
a version of the statement of Oscar R. Ewing, Federal Security 
Administrator, regarding a program for hospital care for per- 
sons age 65 and over under the Old-Age and Survivor's 
Insurance system. It is strange that the commission, which 
shelved the subject of federal compulsory sickness insurance 
for all, would recommend an actual entering wedge for it. 
Oscar R. Ewing, in presenting his proposal, is reported to have 
said that it is “not a substitute for national health insurance. 
It's a segment.” This plan, by utilizing a “social insurance” 
system, would set up all the necessary administrative machinery 
for a full-blown compulsory health insurance plan for every- 
one. It is significant that, while the commission shelves univer- 
sal compulsory health insurance proposals for the present, it 
adds that such plans “must continue to receive study and con- 
sideration as a possible solution to the problem.” The com- 
mission obviously is not opposed to government medicine but 
feels that this is not an opportune time to consider it. Certainly 
the recommendation of utilizing Old Age and Survivor’s 
Insurance funds indicates that the commission does not desire 
any safeguards against national health insurance. 

The commission may believe it is an economy to use the 
so-called reserve of 17 billion dollars in the Old Age and 
Survivor’s Insurance fund, so-called because in reality the 
social security reserve fund is composed of U. S. obligations 
that must be paid through general tax revenues, and the true 
actuarial reserve currently needed for OASI would require 
more than 150 billion dollars of government bonds. And the 
funds used to support our aged will be raised by taxing our 
working, our younger, population. As our aged population 
continues to increase at its phenomenal rate, the burden on 
the proportionately smaller working population will become 
greater and greater: Some more realistic approach must be 
used to adjust to an aging population than one of burdening 
the younger members of our society. The aged more and more 
should become self-supporting. With a longer period of pro- 
ductive years they have greater opportunity for saving, for 
investing in private individual retirement plans, for making 
themselves independent persons. While it is true that many 
voluntary health insurance plans do not have adequate pro- 
vision fer those over 65, they are fast offering increasing pro- 
tection for these persons. The funds received from retirement 
plans and other savings can, of course, always be used for the 
purchase of medical care. The problem of our increasing 
number of aged should not be treated symptomatically. These 
persons must not become an ever-increasing burden to our 
working population but can become self-supporting persons 
contributing to our economy. 

The commission’s proposal to use the OASI mechanism is 
obviously political medicine. It is also obviously a form of 
compulsory health insurance, with charity in the form of bene- 
fits received for which sufficient premiums were not paid in 
previous years. It is concealed charity. It raises serious ques- 
tions of public policy, as the federal government has never 
purchased marine insurance or fire insurance or automobile 
insurance. In the opinion of many, the federal government 
should not purchase insurance because it is the sovereign 
power and represents a spread of risk over all the taxpayers 
that is a broader spread of risk than any private insurance 
organization can obtain. As long as the so-called reserve ac- 
count under OASI continues to grow—it is now in excess of 
17 billion dollars invested in special issues of 3% government 
bonds—and as long as there is no recognition of the actuarial 
deficit of at least 150 billion dollars in the entire OASI opera- 
tion, there will continue to be suggestions for tapping this 
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convenient bundle of government bonds and the annual excess 
of revenue over disbursements. In this recommendation the 
commission suggests tapping this “surplus,” as have a con- 
siderable number of other groups and persons. This recom- 
mendation warrants more discussion than space permits. 


THE COST 

The last page of volume 1 presents a concise table showing 
the estimated increase in cost when the projected program is 
completely in effect. The estimate of $1,016,000,000 annually 
is not presented in sufficient detail to appraise the accuracy of 
the total estimate or the individual items. Approximately three- 
fourths of this amount, $750,000,000 annually, would be 
needed for the grants-in-aid to the states to assist in the pro- 
vision of personal health services. As noted earlier, the match- 
ing amounts by the several states would also be a cost to the 
American taxpayer. In recent years most observers have fallen 
into the habit of doubling the estimated cost of most public 
programs in order to arrive at a closer approximation to the 
actual cost level which should be considered in establishing 
public policy. Whether the additional cost is 1 billion, 2 
billion, or 3 billion dollars annually, the sum will be sufficient 
even in this era of “billionitis” to arouse many questions. Does 
our nation need schoolteachers more than it needs additional 
physicians? In an atomic age is there a greater health need 
for more physicists and chemists than for more physicians? 
Some citizens will hold the view that we can have both because 
the government has an unlimited supply of spending power 
that can be tapped for those purposes for which the public 
feels a great sense of need. Fuel for inflation. As noted earlier, 
our lawmakers will make these comparisons between the health 
needs described in the report and the other needs of the 
American people. It was to be expected that the commission, 
especially in its regional meetings, would hear a large number 
of persons state that there were shortages and inadequacies of 
health personnel and facilities. A similar sample of public 
opinion would have revealed other shortages of personnel 
in our society, for example, housekeepers, schoolteachers, 
plumbers. The task of the new administration in Washington 
will be to evaluate the findings of the commission in the light 
of all the other pressing needs of our citizens. It can be safely 
predicted that our lawmakers will not enjoy the luxury of 
considering health needs in isolation but will turn the attention 
to health problems conditioned and hedged by a consideration 
for the general welfare of the people. Persons need every- 


thing. FINAL COMMENTS 


One of the recommendations is the establishment of a 
permanent commission to study the health problems of the 
nation. Comment on this recommendation requires a summary 
statement or appraisal of the work of the Truman Commission. 
The refusal of the present commission to consider the health 
needs of the nation in the light of the other pressing needs of 
persons would seem to cast a shadow over the proposal. Cer- 
tainly the persons chosen for such a permanent board would 
need to be better oriented and far firmer in their allegiance 
to the ideals of a free society. The “slanting” evidence even in 
volume 5 in the repeated cross-examination of physicians and 
the gentle treatment of labor leaders as authorities giving testi- 
mony on health problems should not characterize the work of 
a permanent commission. In the end the report must be 
evaluated by public opinion as well as by Congress. Probably 
no one would disagree with the suggestion that months should 
elapse after the publication of volumes 2 and 3 before any 
serious consideration should be given to the establishment of 
a permanent commission. 

Finally, I should like to repeat the opinion given in my 
opening paragraph. This commission did not recommend a 
middle-of-the-road program and it did not accept the volun- 
tary health insurance way to the solution of the health prob- 
lems of our nation. Furthermore, the action of the commission 
in gently shelving for the time being compulsory health in- 
surance does not, in the light of some of the other recom- 
mendations, provide anything more than window dressing. 
The fundamental direction of this report is socialistic in the 
modern, accepted version of that term, which no longer implies 
government ownership but taxes and regulations, and the 
harassment of individuals. Taken as a whole, this report should 
be filed away in the archives marked, “Creeping Socialism.” 











APPENDIX—SPECIFIC COMMENTS 
OF VOLUMES 4 AND 5 


VOLUME 4 


Volume 4, Financing a Health Program for America, of the 
report of the Magnuson Commission is divided into two sections. 
Part 1 contains the testimony of 22 experts on the financing of 
medical care who appeared at the panel on Financing a Health 
Program in Washington, D. C., Oct. 7 and 8, 1952. Part 2 is 
composed of tables and graphs on financing medical care, 
which are called source material. 

Only 3 of the 22, Nelson Cruikshank, labor adviser, Mutual 
Security Agency, Washington, D. C., Michael Davis, Ph.D., 
chairman, executive committee, Committee on the Nation’s 
Health, Washington, D. C., and I. S. Falk, Ph.D., Division 
of Research and Statistics, Office of Commissioner, Social 
Security Administration, Federal Security Agency, Washing- 
ton, D. C., actually favored extensive government action in 
the field of medical care. All three approve the principles of 
compulsory national health insurance. The agencies they repre- 
sent are its most ardent promoters. It is interesting to note 
that Davis was the only speaker whose testimony appears in 
either volume 4 or volume 5 who recommended the exten- 
sion of the Old Age and Survivor’s Insurance system to include 
short term hospital care for its beneficiaries. This is one of 
the recommendations of the Magnuson Commission in its final 
report—volume 1. The nine panel members who favored vol- 
untary action rather than further federal government action 
are William S. McNary, the executive vice-president and gen- 
eral manager, Michigan Hospital Service, Detroit; Charles G. 
Hayden, M.D., executive director, Massachusetts Medical Serv- 
ice, Boston; John H. Miller, vice-president and actuary, Mon- 
arch Life Insurance Company, Springfield, Mass.; George W. 
Cooley, Associate Secretary, Council on Medical Service, 
American Medical Association, Chicago; Frank G. Dickinson, 
Ph.D., Director, Bureau of Medical Economic Research, 
American Medical Association, Chicago; George Baehr, M.D., 
president and medical director, Health Insurance Plan of 
Greater New York, New York; C. Willard Camalier, D.D.S., 
past president, American Dental Association, Washington, 
D. C.; Harold Vance, chairman of the board and president, 
Studebaker Corporation, South Bend, Ind.; Emerson Schmidt, 
Ph.D., director of economic research, Chamber of Commerce 
of the United States, Washington, D. C. A 10th participant, 
Harry Becker, associate director, commission on Financing of 
Hospital Care, Chicago, proposes government assistance only 
in the case of the indigent and in the traditional government 
activities, for example, public health, mental illness, and tuber- 
culosis. He states that voluntary prepayment plans have made 
tremendous progress and will continue. He does, however, 
favor the extension of present voluntary plans to include “com- 
prehensive” benefits. 

Ward Darley, M.D., vice-president, University of Colorado, 
director of University of Colorado Medical Center, Denver, 
enumerated suggested programs for solving the problems of 
sickness but clearly stated, “It is not the purpose of this state- 
ment to discuss the arguments for or against the principle of 
federal subsidies. The idea is mentioned here only to com- 
plete the survey of the various possible ways and means of 
improving the financing of medical education.” Darley was 
the only expert called to discuss the financing of medical edu- 
cation. The commission’s recommendations that federal funds 
be used to subsidize modernization, expansion of physical 
facilities, making up operating deficits, expansion of enroll- 
ment, the developing of new medical schools, scholarships to 
students, and the improvement of the quality of professional 
training could not be based on his statement. Similarly, Edwin 
L. Crosby, M.D., director, Joint Commission on Accreditation 
of Hospitals, Chicago, recommended the continuation of the 
Hill-Burton Act as it now stands, but he mentions no further 
subsidy by the federal government. 

The particular problems of public health—a traditional gov- 
ernment function—were discussed by Valdo A. Getting, M.D., 
commissioner, Massachusetts Department of Health, Boston. 
He does not promote federal control of medical care; he be- 
lieves there is much room for improvement in existing public 
health programs. Getting states, “May I add that I feel the 
President’s Commission on the Health Needs of the Nation 
has been spending too much time on the consideration of 
methods of determining the payment for sickness and not 
enough time on determining what measures can be taken to 
reduce the risk of illness.” 

The main thesis of the statement of Leon H. Keyserling, 
chairman, Council of Economic Advisers, Washington, D. C., 
is that America has the productive capacity to expand its health 
services along with other services. His position on financing 
he states as follows: “I am not an expert as to how these 
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ee should be financed, or how costs should be borne, , . 
ether this should be locally or federally, whether it should 
be fone through one system or another is a matter to be con- 
sidered by you and I don’t intend to go into that.” While nine 
speakers on the panel believe implicitly in voluntary methods 
of providing medical care, two members, Becker and E. A. 
van Steenwyck, executive director, the Associated Hospital 
Service of Philadelphia, Philadelphia, seem substantially to 
favor the voluntary way. Crosby does not recommend any 
further government aid and two speakers, Darley and Keyser- 
ling, do not suggest methods of financing, while one speaker, 
Getting, discusses the field—public health—which does not 
enter into the question of financing personal health services, 
Thus, 15 speakers can be said to be either against further 
federal intervention or not advocating it. 

Walter F. Perkins, vice-president of Koppers Company, Inc., 
Baltimore, advocates state support for medical, dental and 
nursing education, hospital construction, vocational rehabili- 
tation and research along with the present public assistance 
program. For this he would use federal grants-in-aid only. 
“I further think the distribution of such public funds should 
be made on the local level by local people.” Beyond this he 
proposes the extension of hospital insurance, but he does not 
suggest which type of plan he would consider satisfactory. 

In addition to the three speakers, Falk, Davis, and Cruik- 
shank, who favored national compulsory health insurance, four 
other advocate varying degrees of additional federal inter- 
vention. Seymour Harris, professor of economics, Harvard 
University, Cambridge, Mass., implies that there is much room 
for improvement and that our present organization of health 
services is unsatisfactory. Miss Helen Hall, director, Henry 
Street Settlement, New York, points to dramatic instances of 
burdensome medical expense. She seems to feel that voluntary 
plans are inadequate and that the Health Insurance Plan of 
Greater New York offers the most protection of any present 
program but that no program is widespread enough. It is diffi- 
cult to tell what Miss Hall wants, but it seems evident that 
she finds voluntary plans unsatisfactory. The position of Harold 
M. Groves, professor of economics, University of Wisconsin, 
Madison, Wis., is that medical care is the type of service that 
involves a social demand and, therefore, requires federal inter- 
vention. While he is sympathetic toward the inclusion of medi- 
cal insurance in our social security system, he states that he 
is “apprehensive” of such a revolutionary step immediately, 
controlled from Washington. He suggests a program financed 
through income taxes rather than Social Security. An addi- 
tional percentage would be collected in income tax, and sub- 
stantial reductions from income taxes would be permitted for 
medical bills. His suggestion embodies the use of the “de- 
ductible” principle so widespread in automobile insurance. 

Only 7 of the 22 participants favored, more federal inter- 
vention than now exists. This distribution of opinion is hardly 
reflected in the final recommendations of the commission. 

Much of the testimony, however, contains valuable informa- 
tion which has great educational value. The papers given by 
McNary, Hayden, Miller, Baehr, and Cooley show a profound 
insight into the capacity of voluntary prepayment plans, the 
problems they face and the challenges of the future. These 
papers contain data based on continuing experience. A clearer 
statement of the over-all health situation of this nation is to 
be found in the statement prepared by Schmidt. Vance shows 
how well voluntary prepayment plans have functioned in his 
company. 

Each of the three advocates of compulsory health insurance 
presents a blueprint of his program, and strikes out voluntary 
health insurance as a factor. Their only reason for this position 
is the lack of “comprehensive” benefits or coverage. Although 
the commission does not recommend compulsory national 
health insurance the statements of these three are effectively 
mirrored in the commission’s program. 

Part 2, the tables and graphs on financing medical care are 
a useful compilation of materials gathered from a variety of 
sources. While they present no new data, the compilation 
represents one of the most valuable contributions the commis- 
sion has made for future students of medical economics. 


VOLUME 5 


Volume 5, The People Speak —Excerpts from Regional 
Public Hearings on Health, contains selections from the testi- 
mony of 270 of the 400 witnesses who appeared at the eight 
public hearings of the commission held in Cleveland, Dallas, 
Detroit, Minneapolis, Philadelphia, Raleigh, N. C., San Fran- 
cisco, and St. Louis. We are told that the testimony filled 3,000 
pages; volume 5 contains 521 pages and lists 349 witnesses. 
The basis for making the selections is not entirely clear to us. 
The index is most helpful. 


Vol. 1 
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in general, the witnesses were labor leaders, physicians, 
farmefS, businessmen, dentists, osteopaths, social workers, 
yblic health officials, and representatives of voluntary health 
Fsurance plans. It is claimed that the testimony represents a 
sross-section of America and was solicited as a part of the 
commission’s effort to develop a “grass roots” approach (V, vii) 
to the subject of medical care and health. It is further stated 
that anyone interested in medical care was invited to speak. 
jn our opinion, these eight regional hearings gave the com- 
mission much more publicity than insight into its problems. It 
ji provide many people with an opportunity to air their 
jevances. 

Phe commission also authorized an official 30-page news 
release of volume 5. This release does not appear to be a real 
coss-section, Or summary, of the testimony published in vol- 
yme 5. For example, 13 of the 40 labor representatives are 
quoted in the release but only 6 of the (approximate) 120 
physicians. Furthermore, by incomplete quotations two (Drs. 
lee Stone and George F. Bond) of the six physicians are made 
0 appear to support the commission (pages 11 and 13 of the 
lease). The release indicates that Lee Stone, M.D., Illinois 
gate Medical Society, who originally looked on the commis- 
jon with disfavor, had changed his position. “Since being 
ere. . . | realize that there is a tremendous earnestness about 
hs whole thing. And I think it will continue to be that 
yay... But the release omits his final statement, “. . . if the 
ost of health care is to be substantially reduced, the greatest 
ontribution which the Federal government can make is the 
rmination of its inflationary fiscal policies and the confiscatory 
yes on Which they feed” (V, 194). 

The excerpts in the press release from “The Farmer and 
Rural Health” (17) all imply a lack of medical care in rural 
yeas. The many farm leaders who believe their needs are 
wccessfully met at the local levei are ignored. C. Horace 
Hamilton, professor of rural sociology at North Carolina 
State College, is quoted as stating that the farm people of North 
(golina use one-half the needed services of physicians and 
oly fractions of other services; but R. Flake Shaw, executive 
vice-president of the North Carolina Farm Bureau Federation, 
yho pointed out that many people in North Carolina will not 
ye the available services was not quoted. He states: “. . . one 
pint that we have to recognize, that these people are free 
Americans, and they are going to spend their incomes as they 
yant to spend it, and they are not as bad off in some instances 
sa great many people would have you believe” (V, 110). 
The position of George F. Bond, M.D., chairman, Committee 
on Rural Health, Medical Society of North Carolina, took the 
pition that the responsibility for the education and distribu- 
ion of physicians belongs to the medical profession and that 
te job can and will be done by voluntary means is by-passed. 
instead, he is quoted: “We have a shortage (of rural physicians) 
inthis State and throughout the South. In the past three decades 
w have seen the gradual loss and final death, almost, of the 
suntry doctor. .” This statement was qualified, however, 
ahis testimony. “With our present day control of diseases, 
wth antibiotics and with the better methods of adequate med- 
til care that we have and with better facilities, a country 
ctor can now care for more people than he could in the 
years passed. He can probably care adequately for at least 
300 and probably 4,000 people” (V, 91). 

The approach of the commission to the “Health Needs of 
te Nation” is duly reflected in the choices made for inclusion 
nthis press release. And the bias of this release requires 
mphasis. It will probably have far wider circulation than the 
mtents of volume 5. There are numerous other examples of 
lating of testimony. The release omits excerpts from the 
mges and pages of testimony telling what Blue Cross, voluntary 
wmmunity organizations, medical schools, commercial insur- 
ice plans, and medical societies are doing to constantly im- 
move medical care. 

In volume 5, the representatives of labor lead off. Their 
‘limony reiterates one theme. While doing everything possible 
)foster voluntary prepayment plans for union members, they 
insider them inadequate because the plans are not compre- 
fasive. They advocate a national compulsory insurance plan. 
te presentation is well larded with statements of individual 
“ses of financial stress incurred as a result of illness, even 
dough part of the medical care bill was prepaid. This type of 
alement, loaded with emotional content, tells little about the 
wantity and quality of health care in this country. Under any 
stem, some hardship cases will occur. The increased tax bur- 
l necessary under a compulsory health insurance program 
uy well aggravate the overa!l economic situation of those now 
nthe margin of indigency. 

The labor leaders want more doctors, more medical facilities; 
hey speak of an “appalling” shortage of physicians, but they 
fave no facts to substantiate their claims. While the distribution 
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of phys:cians could probably be improved, most areas have 
sufficient numbers; and the state medical societies and medical 
schools are working together to increase the number of phy- 
sicians and improve distribution. There will always be room 
for improvement in the delivery of goods and services of any 
kind. The forces of competition are more effective than govern- 
ment directives. 

Volume 5 also contains the testimony of farmers, spokesmen 
for the aged, and for mental institutions, for heart, cancer, 
tuberculosis associations, etc., who claim that large extensions 
of facilities and personnel are needed for research and medical 
care. Each sees only the potentials for improvement in his own 
field. But the question is “which problems should have pri- 
ority?” “And how can resources be used to greatest achieve- 
ment?” 

Many witnesses at these hearings state their confidence in 
the voluntary system. Directors of industrial relations, state 
farm bureau representatives, Blue Cross and Blue Shield society 
representatives, people from medical schools, hospital asso- 
ciations, physicians, dentists, nurses—all state that our demands 
for medical care, in all its phases, can be met through voluntary 
action. The president of the Missouri Farm Bureau Federation 
points out that the number of physicians who practice in rural 
Missouri is less than a generation ago. But he also states that 
with better roads, and automobiles, more general use of office 
calls, greater use of diagnostic equipment, there is no longer 
a need for a physician at every crossroad. In addition, many 
Missourians seek the services of osteopaths. He. concludes, 
“The financial support required in some health activities should 
come in large part from the people interested . . . individual 
effort should never be jeopardized by any Federal encroach- 
ment or compulsory means to standardize the medical pro- 
fession” (V, 112). 

Oliver G. Byrd, M.D., director, department of hygiene, 
Stanford University, points out that studies show that education 
is just as important as medical resources to correct defects and 
overcome handicaps. Emphasis on a school health program, on 
a local level, is given by Paul E. Landis, supervisor of health 
physical education of Columbus, Ohio. 

The members of the nursing profession who appeared before 
the commission did indicate a shortage of nursing services; 
however, they believe that this problem can be solved in large 
part by a better utilization of existing resources. It is interesting 
that after the appearance of one witness, a commissioner 
(Russell V. Lee, M.D.) stated: “We have had from everybody 
that has appeared before us, with the exception of the M.D.’s 
here and elsewhere, a plea for more personnel” (V, 145). Yet 
many M.D.s cited a shortage in some areas, and many members 
of other occupations found the supply of personnel and facili- 
ties adequate. All emphasized the need for action, when 
recommended, at the local rather than national level. 

Throughout the volume there are numerous innuendoes. 
While much worthwhile testimony is underrated, the testimony 
of labor leaders is taken at face value. Others are subjected to 
rigid cross-examination. 

The recommendations of the commission show considerable 
concern with the problem of racial discrimination and entrance 
into the medical profession. Yet Lee, himself, said “There are 
a number of medical schools, notably Cornell, and some others, 
that have tried to find qualified Negroes to admit, and in spite 
of the fact that Dr. Hennessey has gone way out of his way, he 
has had great difficulty in finding enough qualified Negro 
premedical students who can make the grade when they get 
in. He strained the point and let some of them in, and they 
have had a difficult time. 

“I would call attention to the fact that it is the view of many 
who have interested themselves in this matter that the difficulty 
lies further down the line in the preparation of these boys for 
medical schools. There are unfilled places in the medical schools 
that could have been filled if good, qualified Negroes had 
presented themselves” (V, 177). 

According to the commission “. . . these hearings were an 
honest, open effort to get at the facts.” It seems that this is 
far from the truth. While much valid testimony was presented 
at the hearings, the commission apparently used little of it in 
framing its recommendations. Many of those testifying before 
the commission were concerned with the evidence of specific 
needs which they felt required attention. They had little to say 
about financing and distribution methods. 

The hearings served to gain followers for the commission 
by enabling interested people to air their views and to develop 
the feeling—no matter how unrealistic—that they shared in 
the findings of the commission. But a statistical study of 
volume 5, itemizing approval of compulsory health insurance 
or any of the alternatives suggested in the recommendations 
would result in a report far different from volume 1 of the 
commission’s report. 
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Adrenocortical Function in Multiple Sclerosis. J. A. Garcia-Reyes, D. Jen- 
kins, P. H. Forsham and G. W. Thorn.—p. 776. 

Paralysis with Saddle-Block Anesthesia in Obstetrics. H. E. Rosenbaum, 
F. B. Long Jr., T. R. Hinchey and S. A. Trufant.—p. 783. 

Allergic Encephalopathy with Papilledema: Report of Case. J. W. De- 
vanney Jr. and J. H. Shea.—p. 791. 

The Myotonias: Electromyographic Study, with Special Reference to 
Myotonia Acquisita. P. A. Shea, W. W. Woods and A. A. Tratar. 
—p. 794. 

Supratentorial Tumors Among Children. R. H. Miller, W. M. Craig and 
J. W. Kernohan.—p. 797. 

Studies of Cerebral Circulatory Functions Following Intravenous Ad- 
ministration of Procaine Hydrochloride. P. Scheinberg, H. W. Jayne, 
L. I. Blackburn and M. Rich.—p. 815. 

Peripheral-Nerve Lesions in Hemorrhagic Diseases. N. H. Bigelow and 
R. W. Graves.—p. 819. 

Incidence of Epilepsy Following Craniocerebral Injury: II. Three-Year 
Follow-Up Study. C. W. Watson.—p. 831. 

*Sleep Paralysis Successfully Treated with Iusulin Hypoglycemia. H. A. 
Weitzner.—p. 835. 


Sleep Paralysis Treated with Insulin Hypoglycemia.—Sleep 
paralysis is a disturbance in the awakening from sleep; there is 
a prolonged delay in the ability to mové, the voluntary muscles 
being temporarily paralyzed. It is a rare entity, for which here- 
tofore there has been no treatment beyond reassurance. Weitzner 
describes a patient who had attacks of sleep paralysis for 10 
years. The attacks always occurred at night after a period of 
sleep. Sight, hearing, touch, position sense, and orientation in 
time and space were all present and even exaggerated, but all 
voluntary muscles including those of speech were paralyzed. 
After 3 to 10 minutes spontaneous restoration of muscle power 
occurred instantaneously. The paralysis could be terminated at 
any time if someone were to touch the patient. The attacks were 
distinct from dreams, the patient being able to sense their de- 
velopment without being able to prevent or to alter them. With 
the increase in the attacks of sleep paralysis, the patient became 
fearful and apprehensive of sleep. Various tests indicated some 
evidence of hysterical tendencies, but not enough to support the 
diagnosis of a conversion symptom. Insulin hypoglycemia 
therapy was begun on Oct. 8, 1951. Remission began immedi- 
ately and continued through the date of this report. Enough 
insulin (20 to 25 units) was injected at the clinic office while the 
patient was in an overnight fasting state to produce mild hypo- 
glycemia, as shown by mild sweating, within one to one and 
one-fourth hours. This reaction was at once counteracted by the 
ingestion of 12 oz. (360 cc.) of orange juice, two meat sand- 
wiches, and 1 pt. (500 cc.) of milk. The patient was treated every 
second day for the first two weeks. The intervals between treat- 
ment days were increased by one day every two weeks, so that 
by the 9th and 10th weeks he was treated every seventh day. 
Insulin hypoglycemia proved effective also in another case of 
sleep paralysis. The hypothalamus is important in the control 
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of sleep, and it is one of the targets of insulin hypoglycemiz 
The action of insulin hypoglycemia in sleep paralysis js mos, 
likely that of restoring the sleep control power to the hypo. 
thalamus. 
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Vestibular Responses in the Newborn. W. E. Heck.—p. 573. 

Procedure for Rhinoplasties: Reduction in Size and Repositioning Of Nose 
L. A. Peer and J. C. Walker Jr.—p. 574. 

Primary Mucoepidermoid Carcinoma of Mastoid: Report of Case. L, F 
Johnson and M. S. Strong.—p. 583. 

Organ of Corti as We See it Today, 100 Years After its Discover 
D. Wolff.—p. 588. i 

Palpation of Stapes for Fixation: Preliminary Procedure to Determine 
Fenestration Suitability in Otosclerosis. §. Rosen.—p. 610. 

Cricopharyngeal Muscle Under Normal and Pathological Condition; 
H. Brunner.—p. 616. 

Facial Pain from Elongated Styloid Process. T. E. Douglas Jr.—p, 635 

Tumors of Nose and Throat. F. A. Figi and K. D. Devine.—p. 644, 


A.M.A. Arch. Surgery, Chicago 


65:805-946 (Dec.) 1952 


*Peptic Ulcer and Adrenal Stress Syndrome. J. Ma. Zubiran, A. E. Kark 
A. J. Montalbetti and others.—p. 809. 

Surgical Treatment of Complete Rectal Prolapse. E. S. Brintnall.—p. 816 

Paracarinal Biopsy in Evaluation of Operability of Carcinoma of Lung. 
C. B. Rabin, I. J. Selikoff and R. Kramer.—p. 822. 

Surgical Procedure in Tumors of Parotid Gland: Preservation of Facial 
Nerve and Prevention of Postoperative Fistulas. D. Riessner.—p. 83) 
Benign Papilloma of Peritoneum: Report of Case (Incident to Surgen 
for Removal of Adematous Polyp of Sigmoid Colon) and Review of 
Literature. H. E. Bacon, E. J. Lowell Jr., E. E. Aegerter and H. D 

Trimpi.—p. 849. 

Polyethylene Abdominal Pack. M. W. Durham.—p. 854. 

Hernia of Lung: Method of Repair with Tantalum Mesh. M. D. Baxter 
and R. T. Shackelford.—p. 856. 

Regional Distribution of Moles and Melanomas. G. T. Pack, N. Lenson 
and D. M. Gerber.—p. 862. 

lIon-Exchange Resins as Adjuncts in Treatment of High Intestinal Fistulae 
Clinical and Experimental Study. B. Eiseman and H. E. Stephenson Jr 
—p. 871. 

Sternum-Splitting Incision for Upper Abdominal Surgery. H. I. Miller 
—p. 876. 

Incidence of Unsuspected Carcinoma in Thyroid Disease Occurring in 
Nonendemic Area. J. M. Beal, G. L. Scholnick and G. A. Stevens 
—p. 879. 

Partial Occlusion of Portal Vein in Experimental Ascites. H. Laufman, 
W. E. Furr Jr., A. Ross and others.—p. 886. 

Hydronephrosis: Evaluation of Pyeloplasty in Treatment of Uretero- 
pelvic Obstructions. J. W. Schwartz, C. B. Hewitt and T. E. Gibson 
—p. 894. 

Acute Nonspecific Mesenteric Lymphadenitis: Possible Mechanism of 
Pain Illustrated by Two Cases. G. Ferguson.—p. 906. 


Peptic Ulcer and Adrenal Stress—Many physicians have called 
attention to the high incidence of ulcers in persons whose o- 
cupations subject them to continuous mental strain, worry, and 
anxiety. Dragstedt postulated that these events cause hypertonus 
in the secretory and motor fibers in the vagus nerves, resulting 
in continuous excessive secretion of gastric juice and in hyper- 
motility. Recently, Gray and his associates suggested an alternate 
mechanism by means of which chronic stress may play an ¢l- 
ological role in duodenal ulcer. They postulated that in response 
to emotional and systemic stress the cells of the anterior hypo 
thalamus secrete a humoral substance that stimulates th 
pituitary to release corticotropin. Corticotropin then increas 
the liberation of corticoids such as cortisone from the adrend 
cortex, and these in turn stimulate increased gastric production 
of pepsin and hydrochloric acid. This theory accounts for hyper 
secretion of gastric juice in response to stress by a mechanism 
independent of the vagus-nerve supply to the stomach, and, if 
valid, would invalidate an important basis for employment o 
vagotomy in treatment of duodenal ulcer. Experiments described 
here were carried out to ascertain the mode of action of cortison 
on gastric secretion in experimental animals. Subcutaneous at 
ministration of 100 mg. of cortisone daily for from 14 to 4) 
days produced in dogs a sustained increase in gastric secretiol, 
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™ which persisted for 7 to 10 days after cessation of administration 
of the drug. This stimulating action was observed in dogs pro- 
vided with stomach pouches free from vagus innervation, as 
well as in those in which the vagus nerve supply was intact. It 
was found also in animals with isolated stomach pouches when 
the antrum had been extirpated. It is thus evident that the 
simulating action of cortisone is exerted directly on the gastric 
glands in dogs. Since gastric vagotomy abolishes the hyper- 


emia, secretion of gastric juice in the fasting stomach of duodenal 
Brevi: ulcer patients, however, it is evident that this hypersecretion is 
hypo. produced by excessive vagus impulses and is not due to the 


liberation of cortisone from the adrenal glands as a part of the 
so-called stress phenomena. 


Cancer, Philadelphia 
5:1069-1272 (Nov.) 1953 


fN 
™" Tumors and Hyperplasia of Parathyroid Glands: Review of Pathological 
LF Findings in 140 Cases of Primary Hyperparathyroidism. L. B. Woolner, 
F. R. Keating Jr. and B. M. Black.—p. 1069. 
covery Benign Lymphoepithelial Lesion of Parotid Gland (Adenolymphoma, 
j Chronic Inflammation, Lymphoepithelioma, Lymphocytic Tumor, Miku- 
termine licz Disease): Report of 11 Cases. J. T. Godwin.—p. 1089. 
*Multiple Cancer: Study of Other Cancers Arising in Patients with Primary 
ditions, Malignant Neoplasms of Stomach, Uterus, Breast, Large Intestine, or 
Hematopoietic System. G. B. Mider, J. A. Schilling, J. C. Donovan and 
“Pp. 635 E. S. Rendall.—p. 1104. 
14, Multiple Primary Melanoma: Report of 16 Cases. G. T. Pack, I. M. 
Scharnagel and R. A. Hillyer.—p. 1110. 
*Diagnostic Accuracy of Gastroscopy in Neoplasms of Stomach. L. Baker, 
E. A. Gorvett and M. A. Spellberg.—p. 1116. 
Ovarian Carcinoma: Predisposing Factors, Diagnosis and Management. 
E. W. Munneli—p. 1128. 
. Kark Primary Adenoacanthoma of Ovary: Review of Literature with Report of 
ies 5 Cases. R. W. Kistner and A. T. Hertig.—p. 1134. 
-p. 816 Primary Carcinoma of Vagina. I. H. Kaiser.—p. 1146. 
f tne Extramammary Paget’s Disease: Report of 4 Cases in Which Certain 
Features of Histogenesis were Exhibited. M. B. Dockerty and J. H. 
t Facial Pratt.—p. 1161. 
. 831 —— Study of 59 Cases. D. C. Dahlin and C. §. MacCarty. 
—p. 
— Hormonal Therapy in Cancer of Breast. Effect of Androstenediol on 
HD Clinical Course and Hormonal Excretion. A. Segaloff, B. N. Herwitt, 
ie: D. Gordon and others.—p. 1179. 
Primary Reticulum-Cell Sarcoma of Bone. L. J. McCormack, J. C. Ivins, 
Barer D. C. Dahlin and E. W. Johnson Jr.—p. 1182. 
j ; Visceral Involvement in Primary Neoplastic Diseases of Reticulo-Endo- 
— thelial ~ eae S. P. Lucia, H. Mills, E. Lowenhaupt and M. L. Hunt. 
—p. 1193. 
Fistulee Observations on Effects of Folic Acid Antagonists, Aminopterin and 


Amethopterin, in Patients with Advanced Neoplasms. E. B. Schoenbach, 

J. Colsky and E. M. Greenspan.—p. 1201. 

Miller Observations on Effects of Administration of Guanazolo in Patients with 
Disseminated Neoplasms. J. Colsky, E. M. Greenspan and E. B. 
Schoenbach.—p. 1221. 

Prostatic Cancer: Classification of Adenocarcinoma of Prostate Gland. 
P. B. Hudson, A. L. Finkle and R. Totten.—p. 1225 
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— Multiple Cancer.—This report discusses the occurrence of 
Uretero MN multiple cancers among patients admitted to two hospitals in 
Gibson. HM Rochester, N. Y., from January, 1926, to January, 1952. The 
patients considered had primary malignant neoplasms of the 
breast, uterus, stomach, large intestine, or hematopoietic sys- 
tem. The diagnosis of cancer in each instance was established 
by histological evidence. The records of 3,996 patients with 
primary malignant neoplasms were studied. The number of 
second cancers that occurred simultaneously with or follow- 
ertonus MM ing development of cancer in specific sites was compared with 
sulting MM the number that would be expected to occur in persons of the 
hyper same age and sex living in New York state exclusive of New 
iternatt MM York City. The number of second cancers found in the cancer 
an cl i patients was significantly greater than would be expected to 
espons Mi occur by chance alone. This may have been due to the large 
r hyp HM proportion of subjects with carcinomas of the breast or large 
tes theMMintestine, since such individuals have a significantly increased 
\creassmm probability of developing a second cancer of the same or 
adrenl MM similar histogenesis. In general, the risk of developing a sec- 
duction—™ond cancer in a different organ or tissue from the one first 
hyper fm llected was neither increased nor decreased by the presence 
anism! 4 primary malignant neoplasm in the sites studied. It is 
and, ff™™°™mon practice to assume that abnormal conditions in the 
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nent of oly after the eradication of a cancer are due to recurrence 
scribed’ Metastasis of that cancer. While this is often the case, in 
yrtisonm’ ‘'8nificant proportion of these patients other diseases, both 
ous alg =cerous and noncancerous, develop that are not related to 
4 to 30 the first neoplasm. Every attempt should be made to estab- 
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lish an accurate diagnosis. It is far better to perform an ex- 
ploratory operation to confirm the presence of metastatic or 
recurrent cancer that cannot be treated by definitive surgery 
than to assume that such a sequence of events has occurred 
in a patient who may have a new and relatively small cancer 
that is still amenable to treatment. 


Diagnostic Accuracy of Gastroscopy in Gastric Neoplasms.— 
To evaluate the reliability of roentgenographic and gastroscopic 
studies in the diagnosis of neoplasms of the stomach, Baker 
and associates collected all the histologically proved cases of 
gastric neoplasms seen at the Veterans Administration Hos- 
pital, in Hines, Ill., from 1946 through 1950. All patients had 
one or more gastroscopic examinations with the Cameron 
omniangle flexible instrument. On initial examination 59% of 
106 gastric cancers were correctly diagnosed from roentgeno- 
grams. Reexamination in doubtful cases raised this figure to 
68%. A correct diagnosis was made by gastroscopy in 70% 
of these same cases on initial examination, and this figure is 
raised to 73% by reexamination of doubtful cases. Roent- 
genography plus gastroscopy permitted a correct diagnosis in 
91.5% of malignant gastric tumors. Of the gastroscopic errors, 
83% were due to inadequate visualization of the lesion. When 
the lesion can be seen, diagnosis by gastroscopy is more accu- 
rate than by roentgenography. In gastric cancer the greatest 
diagnostic error by roentgenography and/or gastroscopy occurs 
in the primarily ulcerative lesions. Gastroscopy is slightly more 
accurate than roentgenography in the diagnosis of primary 
ulcerative gastric cancers. The location of the lesion has little 
significance in the determination of diagnostic accuracy of 
roentgenography and/or gastroscopy in gastric cancers. Of 
benign gastric ulcers subsequently proved to be benign, 11.2% 
were incorrectly diagnosed gastroscopically as cancers. False- 
positive gastroscopic diagnoses are occasioned by misinterpre- 
tation of surrounding nodular gastritis, absent peristalsis, 
lumenal distortion, and/or a necrotic ulcer base. Gastroscopy 
is an adjunct to, and not a substitute for, roentgenology in the 
diagnosis of gastric neoplasms. 


Journal of Clinical Investigation, New York 
31:1023-1114 (Dec.) 1952 


Removal of Calcium in Man by Ethylenediamine Tetra-Acetic Acid: 
Metabolic Study. H. Spencer, V. Vankinscott, I. Lewin and D. Laszlo. 
—p. 1023. 

Physiological Effects of Mechanical Exsufflation on Experimental Obstruc- 
tive Breathing in Human Subjects. R. M. Cherniack, C. A. Gordon and 
F. Drimmer.—p. 1028. 

Studies on Desoxyribonuclease in Systemic Lupus Erythematosis: Non- 
Participation of Serum Desoxyribonuclease in the “L.E. Phenomenon.” 
N. B. Kurnick, S. Pariser, L. I. Schwartz and others.—p. 1036. 

Oxygen Tension of Tissues by Polarographic Method: V. Rate of Move- 
ment of Oxygen from Peripheral Artery to the Skin. R. Penneys and 
H. Montgomery.—p. 1042. 

Intravenous Trypsin: Its Anticoagulant, Fibrinolytic and Thrombolytic 
Effects. I. Innerfield, A. Schwarz and A. Angrist.—p. 1049. 

*Some Hormone Studies in Normal and Toxemic Pregnancy. C. W. Lloyd, 
E. C. Hughes, J. Lobotsky and others.—p. 1056. 

Azorubin-Binding Capacity and Protein Composition of Serum of Rats 
Subjected to Tourniquet Shock and to Treatment with Carbon Tetra- 
chloride. U. Westphal, R. DeArmond, S. G. Priest and J. F. Stets. 
—p. 1064. 

Renal Water Excretion in Premature Infants. H. L. Barnett, J. Vesterdal, 
H. McNamara and H. D. Lauson.—p. 1069. 

Effect of Intravenously Administered 6063, Carbonic Anhydrase Inhibitor, 
2-Acetylamino-1 ,3,4-Thiadiazole-5-Sulfon-Amide, on Fluid and Electro- 
lytes in Normal Subjects and Patients with Congestive Heart Failure. 
C. K. Friedberg, M. Halpern and R. Taymor.—p. 1074. 

Interrelationships Among Pulmonary “Capillary” Pressure, Blood Flow 
and Valve Size in Mitral Stenosis: Limited Regulatory Effects of Pul- 
monary Vascular Resistance. J. Araujo and D. S. Lukas.—p. 1082. 


Hormones in Normal and Toxemic Pregnancy.—Several studies 
on corticosteroid excretion during pregnancy revealed the level 
of these steroids to be increased in toxemia. It was recently 
demonstrated in normal nonpregnant subjects and in patients 
with abnormalities of water excretion that during a state of 
positive water balance there is a relatively high level of anti- 
diuretic activity in serum and relatively low urinary cortico- 
steroid excretion. Conversely, in the presence of a negative water 
balance, relatively low levels of serum antidiuretic activity and 
high levels of corticosteroid excretion occur. A study of the 
possible role of these factors in the water metabolism in normal 
and toxemic pregnancies was undertaken. Seven normal preg- 
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nant women and 11 patients with preeclamptic toxemia were 
studied. It was found that no increase in antidiuretic activity of 
serum is detectable during normal or toxemic pregnancy. Total 
urinary corticosteroid increases throughout pregnancy, reach- 
ing a peak before delivery. Freely water-soluble urinary cortico- 
steroid increases throughout pregnancy. A poorly water-soluble 
material appears in the urine during the first trimester and in- 
creases until the end of pregnancy, constituting 25% of the 
corticosteroid. In toxemia corticosteroid excretion is consider- 
ably increased above the level found in normal pregnant women 
at the same stage of pregnancy. The poorly water-soluble com- 
ponent in urine is also considerably increased above that seen 
normally, representing approximately 35% of the total corti- 
costeroid. It seems possible that the relatively greater amount 
of freely water-soluble corticosteroid proportionate to poorly 
water-soluble corticosteroid found in the woman who does not 
develop toxemia might reflect a normal compensation for the 
development of the poorly water-soluble fraction. Thus, the 
inability to produce the relatively larger amount of freely water- 
soluble material might be in some way connected with the de- 
velopment of eclampsia. 


Michigan State Medical Society Journal, Lansing 


$1:1497-1654 (Dec.) 1952 


Medical Management of Peptic Ulcer. S. G. Meyers, H. W. Henderson, 
J. R. Brown and B. Juliar.—p. 1545. 

Duodenal Ulcer: A Continuing Challange. R. L. Mustard.—p. 1549. 

Prenatal Care: Its Aims and Value. H. A. Ott.—p. 1555. 

Problems of the Newborn. C. G. Jennings.—p. 1558. 

Treatment of Blood Diseases of Newborn Infant. W. C. C. Cole.—p. 1560. 

Impact of Psychoanalytic Knowledge on Medical and Surgical Care of 
Children. M. I. Levine.—p. 1563. 

Circumcision in Gentiles. E. A. Hand.—p. 1568. 


New York State Journal of Medicine, New York 


§2:2831-2942 (Dec. 1) 1952 


Diagnosis of Neoplasms of Urinary Bladder. A. J. Paquin and V. F. 
Marshall.—p. 2865. 


SYMPOSIUM: RETROLENTAL FIBROPLASIA 


Introduction. A. B. Reese and F. C. Blodi.—p. 2869 
Retinopathy of Prematurity: Discussion of Histopathologic Character- 
istics. P, Heath.—p. 2875. 
Pediatric Aspects of Retrolental Fibroplasia. W. A. Silverman.—p. 2877. 
Mandatory Report of Blindness in New York State. R. E. Meek. 
—p. 2879. 

Newer Concepts of Allergy in Ear, Nose, and Throat. M. H. Barone. 
—p. 2882. 

Ear, Nose, and Throat Pathology in Relation to Eye Disease. D. G. 
Voorhees.—p. 2887. 

Treatment of Carcinoma of Extrinsic Larynx and Laryngopharynx. J. F. 
Daly.—p. 2891. 

General Practice, Industrial, Military, and School Audiometry. P. Linden- 
berg and E. P. Fowler Jr.—p. 2897. 

Use of Continuous Intravenous Sodium Pentothal in Treatment of Eclamp- 
sia. M. J. Goodfriend, M. D. Klein and I. A. Shey.—p. 2903. 

Preliminary Report on Use of Adrenergic Blocking Agents in Treatment 
of Rheumatoid Arthritis. M. Schatzberg.—p. 2908. 

Anxious Times in Tuberculosis. E. Mayer.—p. 2919. 

Training Physicians for General Practice: Role of Medical School. 
P. Williamson.—p. 2921. 


§2:2943-3068 (Dec. 15) 1952 


Treatment of Intractable Hip Lesions by Nylon Prosthesis. W. R. Mac- 
Ausland.—p. 2991. 

Release Operation for Problem Club Feet. J. C. McCauley Jr.—p. 2997. 

Fusion Versus Interlaminar Excision Alone in Lumbar Disk Lesions. 
H. Hallock.—p. 3001. , 

Spine Fusion with Internal Plate Fixation. P. D. Wilson and L. R. Straub. 
—p. 3003. 

*Importance of Stretching in Treatment of Acute and Convalescent Polio- 
myelitis. V. Raisman and F. C. Courten.—p. 3005. 

Vitallium Intramedullary Hip Prosthesis: Preliminary Report. F. R. 
Thompson.—p. 3011. 

Experimental Bone Transplants: Preliminary Report. R. S. Siffert. 
—p. 3021. 

Diagnosis and Management of Allergy in General Practice. R. A. Cooke. 
—p. 3025. 

Osseous Cancer Metastases: Roentgen Correlation with Primary Source. 
J. J. Schwartzman.—p. 3030. 


Stretching in Treatment of Poliomyelitis.—The development of 
contractures and deformities in poliomyelitis is the result of 
muscle shortening, tightness, or spasm, which occur early in 
the acute phase of the disease. The prevention of contractures 
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has been the unachieved aim in orthopedic treatment of acyt, 
and convalescent poliomyelitis. The “orthodox method” x. 
tempted this with casts and braces and failed. Since 1946 4, 
“curare and intensive physical therapy” method has been Used 
satisfactorily on the orthopedic service of Queens General Hoy. 
pital, New York. This method is based on the principle thy 
contracture is the result of neglected muscle tightness, The 
patient is given curare by intramuscular injections of Chong. 
dendron tomentosum extract (intocostrin®), with a starting dos. 
of 0.9 units and a maximum dose of 1.5 units per kilogram 
of body weight. As a result of further experience, the curar 
is now given initially in a dose of 0.1 cc. intravenously. There. 
after all injections are given intramuscularly. The purpose of 
the curare treatment is to produce relaxation of the tigh 
muscles by temporary partial paralysis. About three quarters 
of an hour following the morning and evening injections 9 
curare, the affected muscles are stretched. The important poinjs 
of stretching are as follows: a gentle pumping action should }. 
used, with attempts to increase gradually the range of motioy 
and emphasis on greatly exceeding the range of motion pr. 
viously taught to be normal. The technical standards fo 
complete stretching are discussed. Muscle shortening, which js 
otherwise inevitable in acute poliomyelitis, is thus avoided 
The resultant restitution of normal muscle length prevents ¢e. 
formities and makes casts and braces unnecessary. Follow-up 
observations showed the need for continued stretching of 4) 
muscles for many years, particularly if recovery is incomplete, 
If paralysis persists, abandonment of stretching results in muscle 
tightness and consequent deformities. On the other hand, 
adequate stretching is continued, deformities are prevented 
despite the presence of paralysis. Muscle stretching in acute 
and subacute poliomyelitis, preferably with the aid of curare, 
started immediately after the onset by physical therapy tech. 
nicians trained in the new technique and continued by the 
patient and his family at home as well as in the outpatien 
department or physician’s office, is the most satisfactory method 
of treatment of paralyzed muscles. 


Psychiatry, Washington, D. C. 
15:351-492 (Nov.) 1952. Partial Index 


Concerning a Psychodynamic Function of Perplexity, Confusion, Sus 
picion, and Related Mental States. H. F. Searles.—p. 351. 

Study of Doctor-Patient Relationship in Psychotherapy of Psychotic 
Patients. E. V. Semrad, D. Menzer, J. Mann and C. T. Standish. 
—p. 377. 

Stress Dynamics in Psychiatric Perspective. H. E. Lehmann.—p. 387. 

An Approach to Social Rehabilitation of Chronic Psychotic Patients 
D. H. Miller and J. Clancy.—p. 435. 

Meaning and Operations in Psychoanalytic Theory. R. Board.—p. 445. 

Safety Prone: An Approach to Accident-Free Person. L. L. LeShan. 
—p. 465. 


Quarterly J. Studies on Alcohol, New Haven, Conn. 
13:553-710 (Dec.) 1952 


Nutrition and Etiology of Alcoholism: Effect of Sucrose, Saccharin and 
Fat on Self-Selection of Ethyl Alcohol by Rats. D. Lester and L.A 
Greenberg.—p. 553. 

Effect of Alcohol on Myocardial and Respiratory Function: Influence of 
Modified Respiratory Function on Cardiac Toxicity of Alcohol. T. A. 
Loomis.—p. 561. 

Studies on Disulfiram—Ethanol Reaction. G. P. Child, M. Crump and 
P. Leonard.—p. 571. 

Does Catalase Participate in Physiological Oxidation of Alcohols? G. R 
Bartlett.—p. 583. 

*The Meaning of Disulfiram to Alcoholics in Group Psychotherapy. G. L 
Usdin, P. C. Rond, J. A. Hinchliffe and W. D. Ross.—p. 590. 

Nondirective Group Therapy of Alcoholics in State Hospital. S. G. Alli 
son.—p. 596. 

Psychological Mechanism of Alcohol Addiction. A. D. Ullman.—p. 62 

Tavern and Community. B. E. Macrory.—p. 609. 


Disulfiram and Group Psychotherapy in Alcoholism.—Nit 
male alcoholics received disulfiram (tetraethylthiuram disulfide) 
and group psychotherapy. The material from the group dis 
cussions was analyzed to discover the attitudes toward disu!: 
firam. The attitudes in different phases in the psychotherapeuti¢ 
process and between patients who refrained from drinking # 
compared to those who relapsed were compared. A psycho 
dynamic formulation has been suggested in which disulfira® 
appears to represent a powerful super-ego agent incorporated 
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acute from the physician, which may be internalized with effective 
. o-strengthening value or rejected and used as a focus for 
16 the wpellion. The efficacy of disulfiram in the treatment of alcohol- 


1 Used ism seems tO depend on development and maintenance of a 
| Hos. predominantly positive transference between patient and phy- 
; os sician in individual or group psychotherapy. 
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dL. A Mg lood Volume Expansion by Gelatin, Serum Albumin, and 


Plaama.—In a previous paper on plasma volume expanders, it 
was reported that dextran produced an increase in blood 
volume of approximately 1,000 cc. The increase was main- 
tained for at least 8 hours, and at 24 hours there was a 200 cc. 
increase in the blood volume. The studies reported here are 
concerned with gelatin, serum albumin, and plasma. The blood 
volume expansion produced after the infusion of these sub- 
stances was studied in 20 patients. Of the substances studied 
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am this and the earlier investigations, dextran produced the 
—p. 602 Migreatest initial rise and the longest duration of effect. With 
gelatin the magnitude and duration of effect was slightly less 
_Nine Man with dextran. Serum albumin acted differently than the 
sulfide) thers, showing an early sharp rise, then a fall, and then a 
up dis delayed but sustained rise to approximately the same maximum 
| disul: M'™rease seen with dextran but occurring later. Plasma was 
apeutic ast effective as a plasma volume expander. 
cing © PB itical Analysis of Mitral Valve Surgery—Jordan and Hellems 
: " studied 30 patients after mitral valve surgery to determine the 
soratel xtent and duration of the amelioration, whether the incised 


mitral valve reseals or remains open, and whether there is any 


MEDICAL LITERATURE ABSTRACTS 1043 


correlation between the pathological change in the mitral valve 
and the postoperative results. Nine of the 30 patients were 
examined postoperatively by cardiac catheterization. When the 
mitral valve is attacked by rheumatic fever, the early patho- 
logical changes are restricted to the commissures and the free 
edges, with shortening of the chordae tendineae and papillary 
muscles. The superior portions of the valve leaflets remain 
pliable and mobile. Such a valve is classified as type 1. As 
the disease progresses, the valves become more rigid by involve- 
ment of the superior portion until they are stiff, cardboard-like, 
shelves and no longer pliable and sail-like. These are called 
type 2 valves. Valves in which calcification is superimposed 
on the diffuse fibrous replacement of the leaflet are classed as 
type 3. On the basis of case reports, the authors explain the 
importance of this classification and its correlation with hemo- 
dynamic changes before and after operation. Two of the 30 
patients died, 2 had a postoperative embolism, 1 had a peri- 
cardial effusion, and 2 had a breast abscess. Excellent to good 
clinical results were obtained in more than three-fourths of 
the patients. The clinical course generally shows improvement, 
although a study of the hemodynamics does not indicate any 
comparable change. Cardiac catheterization studies seem to 
indicate that, following commissurotomy or finger fracture, 
type 1 valves do not reseal their commissures, while some of 
types 2 and 3 valves do. A commissurotomy, by means of a 
Bailey knife, was performed on a patient who at operation 
had a type 3 calcified valve. He was improved for 12 months, 
then the symptoms of mitral stenosis recurred, and he died 
two months later of acute coronary occlusion. At necropsy 14 
months after commissurotomy, the incision in his mitral valve 
was bridged completely. The authors feel that the duration 
and the extent of clinical improvement warrant the continu- 
ation of this type of surgical treatment. 


Surgical Treatment of Intracranial Aneurysm.—Bassett and 
associates present observations on 73 cases in which intra- 
cranial aneurysms were treated surgically. Repeated neuro- 
logical examinations may disclose evidence of subarachnoid 
hemorrhage only, without reliable localizing signs. A clue to 
the side involved is afforded by headache limited to one side 
or by focal or unilateral disturbances in the electroencephalo- 
gram. Spinal fluid examination will reveal the presence of 
fresh or old bleeding. Cerebral angiography is the most reliable 
diagnostic method. Recently closed (percutaneous) angiography 
with iodopyracet (diodrast®) has become the method of choice, 
but the original technique of injecting the contrast medium 
into the surgically exposed artery is still useful and is even 
more practical when ligation is planned immediately following 
angiographic study. Aneurysms in elderly patients with ad- 
vanced arteriosclerosis and hypertension should not be dis- 
turbed. Elimination of the aneurysm must be done with an 
intracranial approach in which either the neck of the aneurysm 
is ligated or the aneurysm is “trapped” between ligatures. An 
intracranial approach is frequently unsafe, but cervical ligation 
of the carotid artery reduces the cerebral blood flow and 
pressure within the aneurysm, thus promoting thrombosis and 
spontaneous healing. In the cases reviewed here, cervical 
ligation was done in 29 cases and intracranial ligation in 18 
cases. Cervical ligation had a low operative mortality (3.4%) 
with a fairly high incidence of postoperative hemiparesis, but 
functional recovery usually occurred. When cervical ligation 
is combined with intracranial operation, the operative mortality 
is 50%; in patients treated by intracranial ligation alone it is 
40%. Intracranial ligation may effect a permanent cure but at 
a great risk. Vasospasm in the neighborhood of aneurysm 
favors healing but predisposes to hemiparesis. 


Tennessee State Medical Assn. Journal, Nashville 
45:467-518 (Dec.) 1952 


SYMPOSIUM ON HYPERTENSION 


Etiologic Factors in Hypertension. E. W. Patton.—p. 468. 

Hypertension in Infancy and Childhood. J. G. Hughes.—p. 469. 

Medical Treatment of Hypertension. T. F. Frist.—p. 480. 

Surgical Treatment of Hypertension: Effect of Sympathectomy on Life 
Expectancy. H. Wilson.—p. 485. 
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Acta Chirurgica Scandinavica, Stockholm 


104:1-80 (No. 1) 1952 


Carcinoma of the Stomach: Analysis and Follow-Up of 525 Cases. O. 


Anthun.—p. 1. 
*Follow-Up Examinations of Thoraco-Abdominal Radical Operations for 


Carcinoma of the Stomach. H. K. Aanesen.—p. 14. 
Primary Results in Palliative Surgical Treatment of Perforated Gastro- 


duodenal Ulcers. S. Wallensten.—p. 33. 
Treatment of Intussusception in Children. K. Korttila.—p. 45. 
Cholecystographic Appearance in 133 Cases Following Cholecystolithot- 


omy. F. R. Mathiesen.—p. 56. 
Eden-Hybbinette Operation for Recurrent Dislocation of the Shoulder: 


Clinical Follow-Up Study. D. Hedman.—p. 65. 
Fractures Through Radial Condyle of Humerus in Children. L. Rohl. 


—p. 74 


Radical Thoracoabdominal Operations for Carcinoma of 
Stomach.—From 1946 to 1950 inclusive the thoracoabdominal 
approach was used for resection of the upper portion of the 
stomach and for total gastrectomy in 131 cases at a leading 
Oslo hospital. Follow-up studies were made to compare the 
thoracoabdominal and the abdominal approaches and to deter- 
mine the reaction of the patients to total gastrectomy with 
glandular curettage, combined with total or partial extirpation 
of adjoining viscera. Gastric carcinoma was present in 125 of 
the patients, and the other 6 patients had benign lesions, mostly 
ulcers. More than 90% of the patients had “high carcinomas,” 
that is, the lesions were either localized in or had extended to 
the upper half of the stomach. Many of the carcinomas were 
advanced, largely owing to the fact that many of these high 
carcinomas are latent until they have advanced to an in- 
operable stage. There were 17 postoperative deaths and 3 addi- 
tional deaths within two to two and a half months postopera- 
tively. Since then 69 of the remaining 105 patients with car- 
cinoma have died; 54 died of recurrence or metastases, 13 of 
cachexia due to cancer, and 2 of intercurrent disease. The 
value of extensive gastroesophageal resection, even if tech- 
nically successful, seems doubtful in cases in which not all 
demonstrable carcinomatous tissue can be removed. With early 
recurrence, the operation often only adds to the sufferings of 
the patient. The author feels that the advantages of the thoraco- 
abdominal methods for operation of “high gastric carcinoma” 
cannot be properly exploited until diagnoses are established 


earlier. 


Annales Paediatrici, Basel 
179:321-380 (Dec.) 1952 
*Results Obtained with Trephining and Subsequent Ventricular Puncture 


in 158 Children with Tuberculous Meningitis. R. Debré, H. E. Brissaud, 


P. Mozziconacci and others.—p. 321. 
Prolonged Treatment of Juvenile Rheumatoid Arthritis with Corticotropin 


and Cortisone. S. van Creveld and F. Kuipers.—p. 333. 
Intravenous Iron Therapy in Severe Iron Deficiency Anemias. E. Stransky 


and D. Dauis-Lawas.—p. 348. 
Primary Bronchial Carcinoma in Childhood. L. Suter.—p. 361. 


Trephining and Subsequent Ventricular Puncture in Children 
with Tuberculous Meningitis——Trephining with subsequent 
ventricular puncture was performed on 158 children with tuber- 
culous meningitis admitted to the children’s hospital in Paris. 
The operation was done because of disturbance of conscious- 
ness in 73 patients, exacerbation of the disease in all its aspects 
in 39, changes in the fundus oculi in 19, a severe meningo- 
encephalitic syndrome in 18, and recurrence or relapse in 8. 
One of the 158 patients was excluded from the analysis of the 
results because he was operated on in the course of a mental 
disturbance suggesting an unfavorable course, but results 
proved that the operation need not have been done. Of the 
remaining 157 patients, 46 (29%) survived and 111 (71%) 
died. Of the patients operated on before the end of the first 
month of the disease, 37% survived, while of those operated 
on in the course of the following months, only 10% survived. 
Within the first 10 postoperative days, 24 patients were defi- 
nitely improved, 50 were moderately improved, 67 were un- 
changed, and only 16 became worse. Only 5% of the children 
less than 18 months old survived, while 32% of those between 
the ages of 18 months and 6 years and 45% of those between 
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the ages of 6 and 16 years did. It is concluded that in Childre 

with tuberculous meningitis trephining and subsequent ventricy 
lar puncture should be performed only for relief of intracranial 
hypertension. The efficacy of the intervention, which js Breater 
the earlier it is performed, decreases rapidly as the lesions 
extend. Concerning the advisability of subsequent intraventricy. 
lar administration of streptomycin in the management of tuber. 
culous meningitis, the authors believe that this method should 
be used only in cases of obstruction of the circulation of th. 
cerebrospinal fluid. if simultaneously there is such a rise of 
intracranial pressure that the cranial sutures separate, there jg 
papilledema, and consciousness is clouded, trephining and syp. 
sequent ventricular puncture appear to be indicated, Strepto. 
mycin should be administered intraventricularly only twice 
day, and occasionally only one intraventricular injection shoulj 
be made while the second dose of streptomycin is given intra. 
thecally. Intraventricular puncture subsequent to trephining js 
performed if it becomes imperative to combat severe changes 
at once and without loss of time. While it is not always possible 
to make a reliable prognosis immediately postoperatively, the 
prognosis can sometimes be made during the period that the 
effects of the ventricular puncture are not pronounced. 






















Archives Francaises de Pédiatrie, Paris 
9:897-1008 (No. 9) 1952 


*Retinal Disease of Premature (Retrolental Fibroplasia). M. Lelong, 4 
Rossier, M. Fontaine and others.—p. 897. 

—s Ectocardia with Sternal Fissure. Nguyen-Huu and G. Cazes, 
—p. 915. 

Dyspepsia in Premature Infants Treated with Aureomycin Without a Diet. 
ary Regimen. E. Schneegans and A. Haarscher.—p. 934. 

Significance of Bonnevie-Ulirich Syndrome in Pediatrics. D. P. R. Keizer 


—p. 941 


Retrolental Fibroplasia.—Retrolental fibroplasia is the final, 
cicatricial stage of a developmental disease affecting premature 
infants, especially those with very low birth weights. The 
disease does not always, or even usually, end in fibrosis and 
blindness, but often regresses completely. Ophthalmoscopic 
examination of 566 premature infants weighing less than 2,000 
gm., most of whom weighed less than 1,800 gm., showed 95 
cases of retinal disease, classified according to development a 
follows: complete fibroplasia with blindness, 32 (5.65%); partial 
detachment of the retina, with preservation of some vision, 9; 
and complete regression without sequelae, 54. The incidence of 
retinal disease in premature infants is in direct proportion to 
the infant’s birth weight, being very frequent with weights of 
less than 1,000 gm. and exceptional above 1,500 gm. It is 
frequent only in the weight groups (up to 1,250 gm.) cor 
responding to a fetal age of from 6 to 7 months. This indicates 
that the disease, and consequently fibroplasia, is connected with 
prematurity itself. Neonatal anoxia may be a determining 
factor; vascular lesions are among the first produced by a lack 
of oxygen. The condition does not exist at birth but develops 
later, after a period during which the eye fundi are normal, 
although the retina in very small premature infants may tk 
pale and weakly vascularized at birth. The first symptoms 
appear between the 3rd and the 6th weeks, rarely later, and 
if no abnormality is found in the 12th week the infant may be 
considered safe. Increased vascular growth in the retina begins 
about the third week, progressing until the appearance of the 
eye resembles that found in infants born at term. Developing 
retinal disease is indicated by continued vascular hyperactivily: 
the vessels become dilated and irregular and the retinal periph- 
ery shows intense proliferation of vascular branches. The 
smaller the birth weight the later will be the appearance of the 
first symptoms, suggesting that the disease begins at the pre 
sumptive date of term. Six stages in development are recog: 
nized; regression may take place up to and through stage 5, 
which is characterized by partial detachment of the retina will 
local sequelae; if the process continues, it results in retrolentl 
fibroplasia, or stage 6. Complete regression may be expected 
when the premature infant weighs more than 1,800 gm., whea 
the ophthalmoscopic changes are slight, or when the lesions 
regress or remain stationary for more than a fortnight. Partial 
regression leaves the eye normal in appearance (except for 
possible scar tissue), with a pupil that dilates well. The child 
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follows objects with his gaze, thus showing that vision is re- 
tained, although the visual field is probably reduced and the 
yisual acuity cannot be determined without a prolonged follow- 
yp. Clinically, retrolental fibroplasia always appears as a 
whitish OT grayish membrane that may be seen behind the 
crystalline lens; frequently it is visible on simple inspection 
when the pupil is well dilated. The light reflex is not always 
completely abolished. Encephalitic involvement is not present, 
and most of the children, when properly cared for, have nor- 
mal mental levels, although their motor development may be 
retarded from five to seven months as a natural result of blind- 
ness. The etiology and pathogenesis are unknown; none of the 
theories so far advanced has been substantiated, and no effec- 
tive treatment has yet been found. 


British Journal of Radiology, London 
25:617-672 (Dec.) 1952. Partial Index 


Radiological Pattern of Injected Pulmonary and Bronchial Arteries. C. P. 
Silver.—p. 617. 

Comparison of Urographic Contrast Media, with Particular Reference to 
Aetiology and Prevention of Certain Side Effects. G. K. E. Inman. 
—p. 625. 

Peptic Ulcer of Second Part of Duodenum. E. Preiskel.—p. 632. 

Radiotherapy in Breast Cancer: I. The Dose—Time Relationship: Theo- 
retical Considerations. L. Cohen.—p. 636. 

Id.: Il. Practical Applications and Management. M. P. Shapiro.—p. 643. 

Clinical Significance of Different Methods of Estimating Tumor Dose. 
G. Boden and M. Cohen.—p. 646. 


British Medical Journal, London 
2:1321-1370 (Dec. 20) 1952 


A College of General Practitioners. Report of the General Practice Steer- 
ing Committee (1952).—p. 1321. 

Actions and Uses of Methorphinan. A. J. Glazebrook.—p. 1328. 

L-Methorphinan as Supplement to Nitrous Oxide and Oxygen Anaesthesia. 
A. K. Brown.—p. 1331. 

Neurinoma of Stomach Removed by Total Gastrectomy. P. Chrysospathis 
and J. Cossyfakis.—p. 1333. 

Primary Generalized Infection Caused by Herpes Simplex Virus. W. H. J. 
Baker, A. M. Lawton and K. McCarthy.—p. 1334. 

Twin Pregnancy in the African. W. F. Ross.—p. 1336. 

*Control of Concentration of Oxygen in Tents for Premature Babies. A. L. 
Gunn, W. K. Sutton and M. Ulusoy.—p. 1338. 

Simple Apparatus for Measuring Oxygen in Tents. J. Pirnie and C. A. 
Allchorne.—p. 1230. 


Control of Oxygen in Tents for Babies.—Oxygen tents are used 
to treat prematurely born or sick babies. It has been feared 
that too high a concentration of oxygen may be harmful and 
that retrolental fibroplasia has perhaps been brought about by 
giving too high concentrations of oxygen. Some have suggested 
that the disease is induced by the sudden diminution of oxygen 
concentration when a baby is removed from an atmosphere 
containing 60 to 70% of oxygen. Obstetricians and pediatricians 
have been anxious not only because they do not know the 
cause of retrolental fibroplasia but also because in most cases 
they do not know the oxygen concentration to which the babies 
have been exposed. Tests with the tents in use in the nurseries 
of a London hospital have shown that, with the flow meters 
registering from 1 to 2 liters of oxygen a minute, the oxygen 
concentration may be as low as 30% or as high as 80%. This 
paper describes a method of obtaining the desired concentra- 
tion. One tent was set up in working conditions and a healthy 
baby, weighing 6 Ib. 2 oz. (2,778 gm.) was placed in it. The 
oxygen concentration was measured every two minutes with 
the flow meter reading 1 liter a minute. Subsequently the same 
lent was tested with the flow meter reading 2 liters, 3 liters, 
4 liters and 5 liters. Plotted curves show that each curve rises 
steeply until it reaches a plateau in 45 minutes, after which 
the concentration of oxygen increases by only unit percentages 
and certainly by less than 10%. After testing nine other tents 
under similar conditions, the authors concluded that the con- 
centration can be ascertained only by analysis, and the simple 
way is to take a single calibrating test 45 minutes after the 
tent has been closed and the flow meter set. Further analysis 
will be necessary whenever there is any doubt or if the working 
conditions are changed. To shorten this calibration time, the 
tent may be flushed with three times the chosen flow for five 
minutes, and then the analysis of the oxygen should be made 
after the flow has been normal for another 25 minutes. 


MEDICAL LITERATURE ABSTRACTS 1045 


Journal of Pathology and Bacteriology, Edinburgh 


64:679-918 (Oct.) 1952. Partial Index 

Hypoplasia of Exocrine Tissue of the Pancreas. G. Lumb and W. Beauty- 
man.—p, 679. 

Sensitivity of Lymphocytes to Ionising Radiation. O. A. Trowell.—p. 687. 

Widespread Intimal Proliferation of Arteries, with Resulting Thrombosis. 
H. J. Whiteley and G. M. Wilson.—p. 705. 

*Isolation of Serological Types of Bact. Coli in Two Residential Nurseries 
and Their Relation to Infantile Gastro-Enteritis. J. Taylor and R. E. 
Charter.—p. 715. 

Chorionepithelioma in New-Born Male Child with Hyperplasia of Inter- 
Stitial Cells of the Testis. J. L. Emery.—p. 735. 

Effect of Exposure to Cold on Thyroid Gland and Hepatic Glycogen. 
A. de Minjer.—p. 741. 

Haemolytic Activity of Bact. Coli. J. Bamforth and J. A. Dudgeon. 
—p. 751. 

Rhabdomyomatous Tumours of Urinary Bladder and Prostate. W. J. 
Hanbury.—p. 763. 

Multiple Primary Spontaneous-Healing Squamous-Cell Carcinomata of 
the Skin. A. R. Currie and J. F. Smith.—p. 827. 

Mucin-Secreting Tumours of Skin: With Special Reference to So-Called 
Mixed-Salivary Tumour of Skin and Its Relation to Hidradenoma. B. 
Lennox, A. G. E. Pearse and H. G. H. Richards.—p. 865. 

Mixed Tumor of Salivary Gland Showing Bone Formation, with Histo- 
chemical Study of Tumour Mucoids. P. O. Yates and G. E. Paget. 
—p. 881. 


Serologic Types of Bacterium Coli in Nurseries in Relation 
to Gastroenteritis.—Support for the view that Bacterium coli 
may cause infantile gastroenteritis was provided by Bray in 
1945, when he isolated a particular serologic type of Bact. 
coli from the feces of infants with gastroenteritis. Later the 
same serologic type was isolated by others. The bacteriological 
and epidemiological investigations described in this paper fall 
into two parts. First strains of Bact. coli isolated from sick 
babies were used for the preparation of diagnostic serums. 
These serums were then used for the detection of strains in 
a residential nursery for healthy babies and in a residential 
nursery for babies and mothers. The types sought were Bact. 
coli O group 111, O group 55, O group 26, O group 86, Cani- 
oni and E.611. The introduction of Bact. coli O group 55 into 
nursery A coincided with an outbreak of infantile gastro- 
enteritis, which ceased with the disappearance of the organism 
from the nursery. A second outbreak of gastroenteritis and 
infection of the upper respiratory tract appeared to be asso- 
ciated with Bact. coli type Canioni but the association was 
not so clear, while at nursery B this type was endemic for 
five months, the babies remaining healthy. The introduction 
into nursery A of Bact. coli O group 111 was not associated 
with intestinal symptoms. In a series of 255 healthy control 
babies, one was found to be carrying Bact. coli type Canioni, 
one type E.611, and two O group 86. No strains of Bact. coli 
O groups 111, 55 or 26 were isolated. 


Tubercle, London 
33:351-384 (Dec.) 1952. Partial Index 


Chronic Lung Disease with Diffuse Nodular or Reticular Radiographic 
Shadows. J. G. Scadding.—p. 352. 

Control of Tuberculin Allergy after BCG Vaccination. K. S. Ranganathan. 
—p. 365 

*Toxic Psychiatric Manifestations in Treatment of Tuberculosis with 
Sodium Para-Aminosalicylate. D. L. Pugh, G. F. Edwards, R. G. 
McLaren and E. R. Jones.—p. 369. 


Psychiatric Manifestations After Treatment with Sodium Para- 
Aminosalicylate—Pugh and associates report on seven patients 
with tuberculosis who were treated with sodium para-amino- 
salicylate either alone or in combination with other agents and 
in whom definite psychotic symptoms developed during the 
course of treatment. The symptoms developed after a mini- 
mum period of two weeks but in some cases were delayed until 
as late as five months. The mental syndrome took the form 
of a paranoid or schizoid reaction type of toxic psychosis. 
The authors believe that the symptom complex is due primarily 
to prolonged salicylate stimulation of the pituitary followed by 
compensatory atrophy. Selye’s general adaptation syndrome is 
postulated as an explanation for this syndrome. A comparable 
situation is found in Simmonds’ disease due to pituitary atrophy 
or hyposecretion, in which mental reactions may occur as the 
main and presenting signs. 
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Pediatrics in General Practice. By James G. Hughes, B.A., M.D., Pro- 
fessor of Pediatrics, University of Tennessee, College of Medicine, Mem- 
phis. Cloth. $14. Pp. 735, with 178 illustrations. McGraw-Hill Book Com- 
pany, Inc., 330 W. 42nd St., New York 18; Aldwych House, Aldwych, 
London, W.C.2, 1952. 


This author has had considerable experience in postgraduate 
teaching, and, upon compilation of many of his lectures, he de- 
cided to publish this book, which is not intended to cover the 
subject of pediatrics but, rather, to discuss the salient features 
of the many problems of infants and children from the general 
practitioner’s point of view. The book is written in a simple and 
understandable style and can be used readily as a reference book 
by the physician who does a considerable amount of pediatric 
practice. Each chapter includes an extensive bibliography, which 
covers particularly the last five years of the best pediatric jour- 
nals and THE JouRNAL. An extensive index simplifies the use of 
the text. The author acknowledges the assistance of many special- 
ists who reviewed the material concerning their particular field. 
This book would be an excellent addition to the library of any 
general practitioner who has occasion to see a considerable 
number of newborns, infants, and children. 


Diseases of the Chest. By T. Royle Dawber, A.B., M.D., F.A.C.P., 
Senior Surgeon, U.S.P.H.S., and Lloyd E. Hawes, A.B., M.D., D.A.B.R., 
Radiologist at Faulkner Hospital, Boston. Cloth. $10. Pp. 440, with 216 
illustrations. Williams & Wilkins Company, Mount Royal and Guilford 
Aves., Baltimore 2, 1952. 


This is a practical bock for students and practitioners on the 
diagnosis and treatment of diseases of the heart, lungs, bronchi, 
trachea, pleura, mediastinum, diaphragm, and chest wall. It is 
written by an internist and a radiologist who have correlated 
the clinical and radiological aspects of these diseases, providing 
in effect an atlas of roentgenographic pathology along with a 
discussion of other techniques of diagnosis. The major emphasis 
is on diagnosis, but therapy is outlined in each case, sometimes 
in considerable detail. Historical reviews and lengthy bibli- 
ographies have been omitted, but there is a list of recent reviews 
on chest diseases at the end of the book. The first chapter, cover- 
ing the anatomic and roentgenologic aspects of the normal chest, 
is especially valuable in pointing out the artefacts and variations 
in the normal that are sometime regarded as pathological by 
the inexperienced. The text is adequately indexed. The type, 
format, paper, and binding are attractive, and the roentgeno- 
grams are large, clear, and well correlated with the text. 
Practitioners, especially, should find this book useful. 


Renal Function: Transactions of the Third Conference, October 18-19, 
1951, New York, N. Y. Edited by Stanley E. Bradley, Department of 
Medicine, College of Physicians and Surgeons, Columbia University, New 
York. Cloth. $3.50. Pp. 210, with 80 illustrations. Josiah Macy, Jr. 
Foundation, 565 Park Ave., New York 21, 1952. 


As always the report of the conference on renal function is 
replete with interesting discussions of renal physiology. Chinard, 
in discussing the formation of glomerular fluid, concludes with 
the hypotheses based on thermodynamic formulations that sub- 
stances cross capillary walls by a process of diffusion rather than 
by a process of filtration and that the glomerular capillary walls, 
like the walls of other capillary networks, may be considered 
as gel-like structures made up of fibers of molecular dimensions 
rather than impermeable plates with openings of relatively uni- 
form radiuses. To clinicians, Merrill’s discussion of the use of 
the artificial kidney will be the most interesting subject. Winton’s 
presentation of intrarenal pressure and renal blood flow stimu- 
lated the greatest amount of discussion from the group attending 
the conference. Internists and others interested in renal physi- 
ology will find this volume valuable. 





The reviews here published have been prepared by competent authorities 
and do not represent the opinions of any official bodies unless specifically 
stated. 


Annual Report on Stress. By Hans Selye, M.D., Ph.D., D.Sc., Professo, 
and Director of Institut de médecine et de chirurgie expérimentales, Uni 
versité de Montréal, Montreal. [First annual supplement to “Stress—The 
Physiology and Pathology of Exposure to Stress.’”"] Cloth. Pp. 511; 133R 
Acta Inc., 5465 Décarie Bivd., Montreal, Canada, 1951. re 


From his discussion of the scope of these reports, it is apparen; 
that the author intends to publish annually on the subject of 
the general adaptation syndrome. Each of these successive 
volumes will follow the general outline of the author’s mono. 
graph on stress and will act as acomplement or appendix to the 
original volume. Although the literature has been reviewes 
under the various divisions, this is far from a mere literature 
survey for the author undertakes to answer criticisms by editoria| 
fiat. These answers are entertaining and effective but, to the 
extent that the original critic does not have the same privilege, 
the attrition is one-sided. One of the most valuable contributions 
of the book is its emphasis upon the fact that the stress concep 
is not a rigid, fully elaborated system but one that is dynamic 
and constantly changing as new facets of knowledge are worked 
into the mosaic of the whole. Very confusing to the reader js 
the author’s predilection for the use of letter abbreviations, i, e. 
G-A-S stands for general adaptation syndrome, M.C.s stand 
for mineralocorticoids, and L-A-P stands for lyophilized anterior 
pituitary preparations. To one not familiar with Selye’s terminol- 
ogy, the subsequent abbreviations become a source of irritation 
and necessitate constant reference to the index. References are 
grouped together in yellow-colored pages at the back of the 
volume and are indicated by inconspicuous, superscript numbers 
in the text. Unfortunately the use of the author’s own accession 
number to identify the references, while undoubtedly valuable 
to him, makes the task more arduous for the reader since jt 
requires scanning five digits when a simpler method could easily 
be devised. This volume is of value to those with an active 
interest in the general adaptation syndrome and the actions of 
the adrenal steroids. 


Clinical Radiology of the Ear, Nose and Throat. By Eric Samuel, M.D 
F.R.C.S., F.F.R. Cloth. $13.50. Pp. 339, with 320 illustrations. Paul B 
Hoeber, Inc. (medical book department of Harper & Brothers), 49 E 
33rd St., New York 16, 1952. 


This book provides for the radiologist, the student in radi- 
ology, and the otolaryngologist a text that is well balanced in 
that there are many illustrations and enough text to give the 
reader an idea of the roentgen anatomy and of the disease proc- 
esses under consideration. The author is an able radiologist and 
has had more than average experience in the field about which 
he writes. Anyone who reads this book critically soon learns 
that the author writes convincingly and from a wealth of ex- 
perience. There is an imposing bibliography at the end of each 
chapter so the author gives the reader not only the benefit of 
his own experience but also that of many others. Because the 
author has used positive reproductions throughout his book, it 
is hard to visualize what the response to this will be in South 
Africa and in European countries. In the United States, man) 
will not use this book because of the positive reproductions 
Even though one is familiar with such reproductions, they ar 
difficult to interpret. To make the situation worse, although the 


and 224, the majority are poor. 

The author is to be congratulated on his emphasis of ¢- 
amining the patient in an erect position. Any effort to emphasiz? 
this technique is a step in the right direction. Unfortunately, 
the author does illustrate certain examinations being done i 
the horizontal position, and a great majority of radiologists wil 
continue to examine patients in that position and, thereby, wil 
lose real opportunities for correct interpretation. The author 
does not emphasize the importance of the history and its rele 
tion to the disease process under consideration. One has to read 
almost all of the book before finding a discussion of the relation 
ship of chemotherapy to sinus disease. This is done very well 0 
page 228, but it seems that the ideas expressed should be rt 
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emphasized throughout the book under the heading of each 
examination. Under tumors in the mastoid region, the subject 
of nonchromaffin paragangliomas is not considered. This condi- 
tion is well recognized now and should find its way into text- 
books such as this one. 

In tumors of the nose and paranasal sinuses, more recent 
literature and more recent experience seem to show that melan- 
omas are found more frequently than has been reported in the 
past. The author refers to conditions like leontiasis ossea and 
does not use terms such as fibrous dysplasia that includes not 
only leontiasis Ossea but also other dysplasia. In the examina- 
tion of the neck, the author does not comment on the value of 
fuoroscopy. Those who have used this method of examination 
feel that many times it will provide an opportunity for making 
a diagnosis when radiography alone may not. Certainly the two 
procedures should be used to supplement each other. 

In spite of the criticisms, this book is a real contribution, 
and, if it is studied, it will do a great deal to elevate the practice 
of radiology in this particular field. It is recommended as a text- 
book and as a reference book. The format and the printing are 
most acceptable. 


The Physician’s Guide to Chemotherapy. By Peter N. Swift, M.R.C.P., 
Physician, Children’s Department, Farnborough Hospital, Farnborough, 
Kent, Cloth. 15s. Pp. 176. H. K. Lewis, & Co., Ltd., 136 Gower St., 
London, W.C.1, 1952. 


One of the major difficulties of authorship in the field. of 
chemotherapy is that, by the time one’s opus is published, it is 
bound to be out-of-date in certain areas or lacking information 
concerning the newest antibiotics. However, this situation is to 
be expected in a field of clinical therapy that has advanced as 
rapidly as that of chemotherapy and antibiotic therapy has in 
the last few years. Peter Swift has produced a well-written, con- 
cise, easily used guide to chemotherapy, one that can be em- 
ployed to advantage by either the general practitioner or the 
specialist. As usual in a British publication on this subject, 
greater emphasis is laid upon the uses of sulfonamides, penicillin, 
and streptomycin than would be found in a current, similar 
work published in the U. S. This is due possibly to the restric- 
tions that have been in force relative to the employment of the 
newer antibiotics, aureomycin, oxytetracycline (“terramycin”), 
and chloramphenicol, and that may have hampered the de- 
velopment of these agents in Great Britain. Certainly, the 
recommendations for the uses of streptomycin are far more ex- 
tensive than would currently be considered acceptable in the 
U. S. Another point of interest is the emphasis of the possi- 
bility that certain local reactions are due to the introduction 
of drug-resistant micro-organisms at the time of injection of the 
antibiotic. While there are several points on which British thought 
differs from that in the U. S. relative to the use of chemo- 
therapeutic and antibiotic agents, with the exception of those 
concerned with the treatment of syphilis, most are minor or in- 
consequential. The relative stress laid upon the use of heavy 
metals and the suggestion that arsenical preparations should 
be used in the treatment of early or late acquired syphilis seem 
to be quite apart from current thinking. Nevertheless, this guide 
is well done, and, if its recommendations were consistently fol- 
lowed, practices in chemotherapy and antibiotic therapy would 
be markedly improved. 


Human Embryology (Prenatal Development of Form and Function). By 
W. J. Hamilton, M.D., D.Sc., F.R.S.E., Professor of Anatomy in Univer- 
sity of London at Charing Cross Hospital Medical School, J. D. Boyd, 
M.A., M.Sc., M.D., Professor of Anatomy in University of Cambridge, 
Cambridge, England, and H. W. Mossman, M.S., Ph.D., Associate Pro- 
fessor of Anatomy in University of Wisconsin, Madison. Second edition. 
Cloth. $9. Pp. 432, with 433 illustrations. Williams & Wilkins Company, 
Mount Royal and Guilford Aves., Baltimore 2, 1952. 


This justly popular text presents in an easily assimilable 
form the salient features of the structural and functional de- 
velopment together with a brief survey of comparative embry- 
ology of the human embryo. In this edition, the material has 
been revised, and approximately 70 illustrations have been 
added. All of these new illustrations maintain the high standards 
set in the first edition. This book should be an invaluable aid 
'o students or to physicians wishing to review the fundamentals 
of this important branch of the morphological sciences. 
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Der Tuberkuloseablauf im Kérper: Grundlagen der phthisiogenetischen 
Analyse. Von Reiner W. Miiller. Cloth. 24 marks. Pp. 170, with 55 illus- 
trations. Georg Thieme, Diemershaldenstrasse 47, (14a) Stuttgart O; agents 
for U. S. A., Grune & Stratton, Inc., 381 Fourth Ave., New York 16, 
1952. 





To treat the course of tuberculosis as a whole presents diffi- 
culties. Today the primary problem is establishment of the re- 
lation of pathological anatomy to clinical medicine, since no 
one views these two branches of medicine in the same manner. 
Miiller takes the stand that observations of tuberculosis must 
be based on pathological anatomy and has, accordingly, with 
Schiirmann, studied numerous sections of invaluable informa- 
tion. A second problem is that clinicians cannot equally com- 
mand the field of tuberculosis. In phthisiology the tendency is 
to concentrate on tuberculosis of the lungs and of the adult. 
Either approach is one-sided. Therefore, the author begins with 
tuberculosis, frequently the extrapulmonary forms, in children 
and goes on to scan the entire field. Another complicating 
factor is the need to draw upon veterinary tuberculosis. Tuber- 
culosis is not a part of human medicine alone, but it is also a 
vital part of veterinary medicine. The final complication is the 
necessity to evaluate critically the available information and to 
exclude the unimportant. This procedure was aided by the 
accessibility of foreign books and articles. It is hoped by 
Miller that he has avoided one-sidedness and that, because of 
the importance assigned to the pathogenetic observation 
method, a complete survey of the theme has been presented. 
A systematic analysis of the text will give the physician a 
sound basis for the evaluation of this chronic disease. The 
book is divided into discussions of the origin, exemplified by 
the first infection, intermediate forms, and the early stages of 
manifest organ tuberculosis; the causative organism; the routes 
of spread; and the time factor. 

The author, qualified by a wide range of experience and a 
broad outlook on a most complicated disease, has presented a 
small volume well worth reading by those conversant with medi- 
cal German. 


Personality in the Making: The Fact-Finding Report of the Midcentury 
White House Conference on Children and Youth. Edited by Helen Leland 
Witmer and Ruth Kotinsky. Cloth. $4.50. Pp. 454. Harper & Brothers, 49 
E. 33rd St., New York 16, 1952. 


The Midcentury White House Conference on Children and 
Youth was held in December, 1950, and was preceded by 
approximately a year and a half of intensive work by several 
committees. Among these was the technical committee on fact- 
finding, which through its staff of full-time, part-time, and short- 
term experts, accumulated all of the facts and data available on 
the development of a healthy personality and the implications 
for the conduct of social institutions so that they favorably 
influence the development of a healthy personality. At the time 
of the White House Conference, a short form of the fact-finding 
report was distributed to the assembled delegates to give them 
a bit of the thinking that had preceded the conference, but not 
until now, two years later, have the directors of the fact-finding 
staff edited and published the accumulated material. 

“The purpose of the Midcentury White House Conference on 
Children and Youth,” say the authors of this book, “is to con- 
sider how we can develop in children the mental, emotional and 
spiritual qualities essential to individual happiness and re- 
sponsible citizenship and what physical, economic and social 
conditions are deemed necessary to this development.” In part 1 
of this volume is set forth what is known about the development 
of a personality that is looked upon as the thinking, feeling, 
acting human being, who for the most part conceives of himself 
as an individual separate from other individuals and objects. 
Development of this personality is influenced by many things. 
Those discussed are congenital characteristics, physical limita- 
tions, parent-child relations, income level, prejudice, discrimina- 
tion, and religion. In the social community in which this develop- 
ing personality resides are many social institutions that exert 
their influence upon this development. The implications of this 
influence are discussed concerning institutions such as the family, 
the church and the synagogue, the school, leisure time services, 
vocational guidance and employment services, health services, 
social services, and the services of law enforcement agencies. 
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Though all of this would be of interest to the physician and 
would help him understand some of the social forces influencing 
the behavior and thinking of his patients, the 50 pages on health 
services would have the greatest interest to him. In some detail, 
the authors have edited the material prepared by their staff and 
consultants to show how physicians, dentists, nurses, psycholo- 
gists, and the various technicians concerned with the healing arts 
may effect the personality development and the attitudes of 
people. It is possible that some of the problems medicine is now 
facing in the U. S. are the result of a lack of understanding of 
developmental psychology and of the things that make people 
behave like human beings. 


Standard Values in Blood: Being the First Fascicle of a Handbook of 
Biological Data. Edited by Errett C. Albritton, A.B., M.D., Fry Professor 
of Physiology, George Washington University, Washington, D. C. Prepared 
under direction of Committee on Handbook of Biological Data, American 
Institute of Biological Sciences, National Research Council. Paper. $4.50. 
Pp. 199. W. B. Saunders Company, 218 W. Washington Sq., Philadelphia 
5; 7 Grape St., Shaftesbury Ave., London, W.C.2, 1952. 

This compact volume, first published as Air Force Technical 
Report No. 6039, is a most timely and useful publication. It 
contains, principally in tabular form, a great deal of useful 
information on physical properties of the blood; coagulation 
phenomena; blood groups; hemoglobin; glucosides and erythro- 
cytes; blood and bone marrow cells; water; carbohydrates, 
lipids, and proteins; amino acids; nonprotein nitrogen; phos- 
phorus and sulfur; vitamins, hormones, and enzymes; electro- 
lytes, minerals, gases, and acid-base compounds; effects of 
radiation and storage; and effective blood levels of therapeutic 
agents. Data of this kind are difficult to find in a collected form. 
This volume should find acceptance by many workers in bio- 
chemistry and in hematology. The charts on blood coagulation 
giving the various accepted values are most useful and will be 
helpful to teachers of this complicated topic. This work involved 
a great deal of painstaking and careful checking and will be a 
most welcome addition to the literature of biology and, in par- 
ticular, hematology. 


Development of the Guided Missile. By Kenneth W. Gatland. Cloth. 
$3.75. Pp. 133, with 45 illustrations. Philosophical Library, Inc., 15 E. 40th 
St., New York 16; published for “‘Flight’’ by Iliffe & Sons, Ltd., Dorset 
House, Stamford St., London, S.E.1, 1952. 

Published originally in 1951 as a series of articles on guided 
missiles in Flight magazine, this material has been revised and 
published in book form. In addition to describing the various 
existing types of guided missile weapons, the author devotes 
about half of the book to rockets designed for high altitude 
research, space-satellite vehicles, and interplanetary flight. From 
the medical viewpoint, this book is of interest principally as an 
outline of what has been accomplished to date in the way of 
rocket performance and what the author thinks will be accom- 
plished in the future, including his belief that interplanetary flight 
in manned vehicles will some day be realized. In this connection, 
the author refers briefly to the experiments of Captain Henry 
of the U. S. Air Force Medical Service who has sent fungus 
spores, fruit flies, mice, and monkeys to extreme altitudes in 
rockets and recovered some of them alive. 


The Annual Survey of Psychoanalysis: A Comprehensive Survey of 
Current Psychoanalytic Theory and Practice. Volume I, 1950. Edited by 
John Frosch, M.D., in collaboration with Jacob A. Arlow, M.D., Nathaniel 
Ross, M.D., and Sidney Tarachow, M.D. Cloth. $10. Pp. 556. International 
Universities Press, Inc., 227 W. 13th St., New York 11, 1952. 

This book is the first volume of a planned annual survey of 
psychoanalytic literature. Both U. S. and foreign publications 
during 1950 are reviewed with considerable deletion, editing, 
and rearrangement in form. The purpose of the editors was to 
present an objective review of current literature without express- 
ing disagreement or approval of the views stated. Short, suffi- 
ciently inclusive, summaries are given for each of the papers 
selected. The material is subdivided into 12 departments, with 
most space given to psychoanalytic studies in development, 
psychoanalytic therapy, applied psychoanalysis, and reviews of 
recent psychoanalytic books. Because of the mass of important 
contributions to psychoanalytic literature that this survey covers, 
it will save much time for readers in keeping abreast of progress 
in this field. 
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The History of American Epidemiology. By C.-E. A. Winslow, Dr. PH 
Wilson G. Smillie, M.D., Professor and Chairman, Department of Pypjj, 
Health and Preventive Medicine, Cornell University Medical College, New 
York, James A. Doull, M.D., Medical Director, Leonard Wood Memoria| 
(American Leprosy Foundation), Washington, D. C., and John E Gordon, 
M.D., Professor and Chairman, Department of Epidemiology, Schooj of 
Public Health, Harvard University, Boston. Edited by Franklin H. Top 
M.D., Professor of Epidemiology and Pediatrics, College of Medical 
Sciences, University of Minnesota, Minneapolis. Sponsored by Epidenj. 
ology Section, American Public Health Association. Cloth. $4.75. Pp, 199 
with 9 illustrations. C. V. Mosby Company, 3207 Washington Blvd, St 
Louis 3, 1952. , 


The four chapters in this monograph on the history of 
epidemiology in the U. S. are modifications of papers presente, 
in part at the twentieth anniversary session of the epidemiology 
section of the American Public Health Association. The infec. 
tious diseases that afflicted the American continent in the seven. 
teenth, eighteenth, and nineteenth centuries were brought partly 
by settlers and tradesmen from the four corners of the world, 
and knowledge concerning them and their control was largely 
the result of Old World thought and indoctrination. This smajj 
book will prove of value to all persons interested in medical 
and public health matters because its authors have brought to 
their task knowledge, insight, and scholarly treatment. 




















The Old Egyptian Medical Papyri. By Chauncey D. Leake, Vice-Pre;j. 
dent, University of Texas, Medical Branch, Gaiveston. Logan Clendening 
lectures on history and philosophy of medicine, second series. Cloth. $2 
Pp. 108. University of Kansas Press, Lawrence, Kansas, 1952. 


Dr. Leake, who has been engaged for some years in the trans- 
lation and annotation of the Hearst Medical Papyrus, has 
selected some of the more interesting and informative material 
from this work for presentation. The work is not intended to 
be comprehensive or detailed but was prepared for the intel- 
ligent layman, physician, or medical student interested generally 
in the development of medicine. Although the book deals mainly 
with the Hearst Medical Papyrus, chapters are included on the 
cther important Egyptian medical papyri, Egyptian weights 
and measures, drug measurement, and ancient Egyptian thera- 
peutics. The Heart Medica! Papyrus is discussed in regard to 
its organization, the diseases mentioned, and the various in- 
gredients in the different prescriptions. Included in the appendix 
is a list of the prescriptions as they appear in the papyrus and 
an extensive bibliography. The author communicates to the 
reader much of his enthusiasm for medical history, and this will 
no doubt aid in his purpose of stimulating others to join in the 
study of ancient medical practices. As he points out, this is both 
an enlightening and humbling process. 




















Architectural Principles in Arthrodesis. By H. A. Brittain, O.BE, 
M.A., M.Ch., Director, Orthopedic Services, Norfolk and Norwich Group 
of Hospitals, England. With foreword by Sir Harry Platt, M.D., MS, 
F.R.C.S., President of International Orthopedic Society, Manchester. 
Second edition. Cloth. $8. Pp. 196, with 257 illustrations. Williams & 
Wilkins Company, Mount Royal and Guilford Aves., Baltimore 2; E. & S. 
Livingstone, 16 and 17 Teviot Place, Edinburgh 1, 1952. 

In the foreword, Sir Harry Platt, generally recognized as the 
leading British orthopedic surgeon, says that, in this edition 
of his monograph, Mr. Brittain has recorded the fruits of his 
thoughts and of his exceptional operative experience of the last 
10 years in the field of arthrodesis of joints. Although the author 
has introduced a number of technical modifications into his own 
practice, he agrees with John Hunter, who said that one should 
stick to the method he knows best. It will be remembered that in 
the first edition, in order to place the operation of arthrodesis 
on a sounder mechanical basis, Brittain employed certain ele- 
mentary architectural principles. Even though there has been 
some difficulty in utilizing them within the anatomic confines 
of each individual joint, he found that operations based on these 
principles gave a higher percentage of successes, and he continues 
to use them. He acknowledges the debt that all orthopedic sur- 
geons owe to the master of bone-graft surgery, Dr. Fred Albee 
and pays a tribute to Osmond-Clarke. 

The present edition has been almost entirely rewritten. In 
performing ischiofemoral arthrodesis, Brittain favors the lateral 
approach and has observed no unpleasant sequelae in over 140 
operations of this type. In cases of osteoarthritis, his new opera 
tion for fusion of the hip dispenses with immobilization in 4 
plaster cast, thus avoiding residual stiffness of the knee. One cast 
of fusion of the symphysis pubis is recorded. Fusion of the knee 
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with cross grafts has proved successful and has lacked the dis- 
quieting incidents that may occur occasionally with compres- 
sion arthrodesis. Arthrodesis of the wrist has been modified and 
strengthened by two additional grafts. Brittain republishes re- 
ports of 10 cases of posterior scapulohumeral arthrodesis per- 
formed by Prof. Walter Mercer, whose surgery Brittain regards 
very highly and considers Naughton Dunn’s stabilization of the 
foot one of the lasting contributions to orthopedic surgery. 
Various modifications (such as Lambrinudi’s) are credited. 

Up-to-date roentgenograms replace those of many of the same 
patients who were pictured in the first edition 11 years ago. 
Some of the subjects discussed are indications, architectural 
principles involved, and causes of failure of arthrodesis; bone 
grafts from the tibia; ischiofemoral arthrodesis; V-arthrodesis 
of the hip; arthrodesis of the symphysis pubis, shoulder, elbow, 
wrist, knee, and ankle; arthrodesis of the spine and the inter- 
phalangeal and carpometacarpal joints; and posterior scapulo- 
humeral arthrodesis. The book is highly recommended to every 
surgeon who undertakes these operations. 


Adrenal Cortex: Transactions of the Third Conference November 15-16, 
1951, New York, N. Y. Edited by Elaine P. Ralli, Department of Medi- 
cine, College of Medicine, New York University, New York. Cloth. $3.25. 
Pp. 204, with 58 illustrations. Josiah Macy, Jr. Foundation, 565 Park 
Ave., New York 21, 1952. 

The 1951 conference considered the accumulated knowledge 
of the effects of adrenocortical steroids on renal function, of the 
determination of blood concentrations of the adrenal steroids, 
and of their biogenesis. Harris, discussing the normal regulation 
of secretion of corticotropin by the pituitary, states that the 
available evidence would indicate that secretion is normally 
maintained and regulated by some hypothalamic mechanism 
acting through the hypophyseal portal vessels that pass down 
the pituitary stalk and that the concentration of adrenal steroids 
in the blood acts as a feedback mechanism to affect the activity 
of the hypothalamus. Sprague reviews the clinical applications 
of corticotropin and the various synthetic adrenal steroids in 
current use. The volume constitutes an excellent review of the 
status, data, and methods used in investigation of the adreno- 
cortical secretion. 


Forensic Medicine. By Keith Simpson, M.D. Second edition. Cloth. 
$4.50. Pp. 344, with 131 illustrations. Williams & Wilkins Company, Mount 
Royal and Guilford Aves., Baltimore 2; Edward Arnold & Co., 41-43 
Maddox St., London, W.1, 1952. 


This book, written in England and originally published in 
1947, is divided in two sections. It treats forensic medicine and 
toxicology separately. Seventeen chapters, about two-thirds of 
the book, discuss the several aspects of the “broad field where 
medical matters come into relation with the law.” This section 
deals with the identification of the living, the dead and human 
remains, types of injuries and wounds, the ultimate effects of 
injury, the medicolegal autopsy and evidence, and medical ethics. 
The remainder of the book discusses poisons, according to broad 
groups, i. e€., Corrosive, irritant, narcotic, deliriant, paralytic, 
abortifacient, and volatile and gaseous. Throughout the book 
actual case histories and excellent photographs are used effec- 
tively to supplement the text. The fact that the book was written 
in England, where legal procedures differ somewhat from ours, 
does not seriously detract from its merit or make it any the 
less a good reference for the student, physician, or criminal 
investigator. 


Man and Epidemics. By C.-E. A. Winslow. Cloth. $4. Pp. 246, with 17 
illustrations, Princeton University Press, Princeton, New Jersey, 1952. 

Among the diseases that plague mankind, those spread by 
contaminated water, milk, and food and those transmitted by 
insects constitute a goodly portion. The fact that epidemics of 
such diseases are a thing of the past is a tribute to the achieve- 
ments of modern public health practices. It is important that the 
general public be aware of the methods by which public health 
control has attained these ends; that is the main purpose of this 
excellently written, clear, concise, and yet interesting book. The 
author’s many years of experience in the public health field 
qualify him to make this presentation. 

The first chapter, which is devoted to the evolution of the 
public health program, provides a background of the history 





BOOK REVIEWS 1049 


of the development of public health practices that adds ma- 
terially to the value of the work. The chapters that follow are 
concerned with water, disposal of human wastes, milk supply, 
food supply, insects and the transmission of disease, epidemics 
of the past, and challenges of the future. Each of these subjects 
is discussed from the standpoint of the diseases that may be 
transmitted by these agents and the methods of control and 
prevention that modern public health practices have developed. 
There is no worker in the field of public health, teacher, stu- 
dent, or any among the general public who would not be bene- 
fited by a careful perusal of this book. 


The Mechanisms of Disease: A Study of the Autonomic Nervous Sys- 
tem, the Endocrine System and the Electrolytes in Their Relationship to 
Clinical Medicine. By Joseph Stambul, M.D., Chief of Cardiovascular 
Department of Albert Einstein Medical Center (Eastern Division), Phila- 
delphia. Foreword by George Morris Piersol, B.S., M.D., Professor of 
Medicine, Graduate School of Medicine, University of Pennsylvania, Phila- 
delphia. Cloth. $15. Pp. 746. Froben Press, Inc., 1776 Broadway, New 
York 19, 1952. 


The author has brought together a large amount of published 
information about the physiological, biochemical, and im- 
munologic disturbances that constitute disease. The 10 sections 
of this book deal respectively with cellular metabolism, metabo- 
lism in the liver, intermediary metabolism of fats, the reticulo- 
endothelial system, hypercholesterolemia, metabolism in skeletal 
and cardiac muscle, the capillaries, the endocrines, local inflam- 
mation as related to bacterial diseases, and the action of drugs. 
Special attention is given to the role of the autonomic nervous 
system. The bibliography gives more than 1,700 references 
arranged alphabetically according to authors, and there is a 
subject index. This book can be recommended to seasoned in- 
vestigators seeking bibliographic material on selected topics in 
applied physiology. 


Pain Sensations and Reactions. By James D. Hardy, Ph.D., Associate 
Professor of Physiology, Cornell University Medical College, New York, 
Harold G. Wolff, M.D., Professor of Medicine (Neurology), Cornell Uni- 
versity Medical College, and Helen Goodell, B.S., Research Fellow in 
Medicine, Cornell University Medical College. With foreword by Edwin 
G. Boring, Ph.D., Professor of Psychology, Harvard University, Boston. 
Cloth. $6.50. Pp. 435, with 130 illustrations. Williams & Wilkins Company, 
Mount Royal and Guilford Aves., Baltimore 2, 1952. 

This triad of authors distinguished in the field of analgesimetry 
has written a more basic and comprehensive treatise than any 
previously available. Their own experiments, while adequately 
reviewed, do not dominate the text. They reiterate that, given 
in small doses, acetylsalicylic acid will raise the heat pain 
threshold by 15%, a figure they consider reliable, although this 
rise is certainly not valid by statistical analysis. The clinician 
will find this book of value for the review of fundamental pain 
mechanism; the student of the physiology of pain will be par- 
ticularly appreciative of the numerous references, the excellent 
organization, and the authors’ analysis of all experiments in this 
complex field. 


Biochemistry and Human Metabolism. By Burnham S. Walker, M.D., 
Ph.D., Professor of Biochemistry, Boston University School of Medicine, 
Boston, William C. Boyd, Ph.D., Professor of Immunochemistry, Boston 
University School of Medicine, and Isaac Asinov, Ph.D., Assistant Pro- 
fessor of Biochemistry, Boston University School of Medicine. With fore- 
word by John T. Edsall, M.D., Professor of Biological Chemistry, Harvard 
University, Boston. Cloth. $9. Pp. 812, with illustrations. Williams & 
Wilkins Company, Mount Royal and Guilford Aves., Baltimore 2, 1952. 


This text is primarily designed to fill the needs of the medical 
student, and, consequently, there is greater detail on clinical 
aspects of biochemistry than on those of organic chemistry. 
Areas of uncertainty are stressed. Because of its aims and since 
it utilizes a medical orientation throughout, the book is at vari- 
ance with the usual, classic development of the subject. Emphasis 
is placed on the building blocks of structure and on the normal 
control mechanisms. Growth, metabolism, and the variations 
caused by disease are given adequate consideration, and passing 
attention is paid to the colloids, the isotopes, the principles of 
thermodynamics, and the Brgnsted-Lowry theory of acid-base 
relationships. This volume is a simply, lucidly worded exposition 
of the subject and is a valuable teaching text. It may well be 
used by physicians as weil as medical students as a basic review 
of a subject of growing importance in the modern practice of 
medicine. 











CARDIAC OUTPUT AND “LOAD” ON THE HEART 
To THE Epiror:—/ read that hypermetabolism increases the 
load on the heart. What is meant by the word “load?” Does 
it refer to heart rates? The textbook of physiology by Best 
and Taylor says, “The cardiac output is proportional to basal 
metabolism.” As I understand it, cardiac output is measured 
in minute volume. The quoted sentence is not clear to me. 
Congestive heart failure is associated with an increased basal 
metabolic rate, but the cardiac output is decreased. How 
does the increase in basal metabolic rate during congestive 
heart failure occur? M.D., West Virginia. 


ANSWER.—The cardiac output in liters per minute (minute 
volume) is a function of oxygen consumption divided by the 
difference in oxygen content of arterial and mixed venous 
blood. “Hypermetabolism” in the broad sense may be taken to 
mean any increase in oxygen consumption above the normal, 
whether due to an increase in muscular work or to such factors 
as hyperthyroidism or fever. An increase in oxygen consump- 
tion of the tissues may be met by a greater extraction of oxygen 
from arterial blood (resulting in an increased arterial-venous 
oxygen content difference) or by an increase in cardiac output 
or, usually, by both. In congestive heart failure, in which the 
cardiac output is often low and fixed, rise in oxygen consump- 
tion may be entirely brought about by greater extraction of 
oxygen from arterial blood. Dyspnea associated with congestive 
failure involves increased work on the part of the muscles of 
respiration and, therefore, increased oxygen consumption. The 
term “load” on the heart is ill defined. The useful work of the 
left ventricle can be calculated roughly by multiplying the 
mean systemic arterial blood pressure by the cardiac output. 
The efficiency of the heart is determined by the ratio of useful 
work performed to the oxygen utilized by the heart muscle. 
In general, increase in heart rate above the normal results in 
decreased efficiency. 


EPINEPHRINE IN LOCAL ANESTHESIA SOLUTIONS 

To THE Epiror:—Is epinephrine, 1:100,000 in local anesthesia 
solution, contraindicated when trichlorethylene is used in gen- 
eral anesthesia? E. L. Cavenee, M.D., Champaign, Ill. 


ANSWER.—There are several references in the clinical litera- 
ture to the inadvisability of using epinephrine in local anesthesia 
solutions or alone during the administration of trichlorethylene. 
Orth, Gillespie, and Waters, in 1943, noted electrocardiographic 
changes during the administration of trichlorethylene in the pres- 
ence of epinephrine. Other authors have confirmed these obser- 
vations. Trichlorethylene may sensitize the heart to the action 
of epinephrine so that ventricular fibrillation may develop. The 
mechanism seems similar to that operative when epinephrine is 
injected during chloroform or cyclopropane anesthesia. 


ODOR OF ALCOHOL ON DRIVER’S BREATH 

To THE Epitor:—A 45-year-old man, at a time when he was 
taking tripelennamine (pyribenzamine®) for an allergic re- 
action to penicillin, was arrested for driving while under the 
influence of alcohol. At that time, an alcoholic breath test 
was done, which registered 17. Would the tripelennamine 
have had any effect on the alcohol test? 

Matthew A. Moroz, M.D., De Land, Fla. 


ANSWER.—Tripelennamine has no effect on the breath test 
for alcohol, and the presence of 0.17% is definite evidence that 
this person was under the influence of alcohol at the time the 
test was done. 





The answers here published have been prepared by competent authorities, 
They do not, however, represent the opinions of any official bodies unless 
specifically so stated in the reply. Anonymous communications and queries 
on postal cards cannot be answered. Every letter must contain the writer’s 
name and address, but these will be omitted on request. 


QUERIES AND MINOR NOTES 





PREMATURE BALDNESS 
To THE Epitor:—A man, aged 21, in good health, has always 


replies follow.—Eb. 


known. Most authorities consider it to be due to some hereditary 
unexplained action of the sex hormones. Recent studies of the 
chemical composition of the human scalp have disclosed some 
interesting results, although nothing as yet to suggest practical 
therapy. Treatment with pituitary, which had a short vogue some 
years ago, has proved to be a complete failure. 


regrowth of hair. It may be that this patient is becoming bald 
as the result of a familial tendency to baldness. Local treatment 
of the scalp, with vigorous massage, sometimes helps. Pituitary 
is of no value in promoting regrowth of hair. 


ANESTHESIA FOR PATIENT WITH 
CORONARY DISEASE 
To THE Epitor:—An inguinal herniotomy is finally contemplated 


who have had a coronary occlusion within six months of the 
planned surgical procedure. Patients with a history of coronary 
occlusion of over six months duration usually withstand anesthe- 
sia and surgery well. Excitement associated with anesthesia or 
surgery may precipitate thrombosis or ventricular fibrillation in 
patients with sclerosis of the coronary vessels. Any marked 
hypotensive state during the anesthesia procedure may also 
precipitate thrombosis. Since these patients are usually aware of 
their “bad heart,” the anesthetist must use reassurance and must 
plan a relatively heavy premedication. A quiet and smooth in- 
duction is effected with intravenously administered thiopental 
sodium and nitrous oxide, ethylene and oxygen, or cyclopropane 
with small amounts of ether. If local or spinal anesthesia is 
chosen, the question arises of using a sympathomimetic drug 
that will tend to maintain the blood pressure and yet not cause 
constriction of the coronary arteries. Ephedrine and arterenol 
are considered safe drugs. Ephedrine may be used prophylacti- 
cally 5 to 10 minutes before intrathecal injection of the anes- 
thesia, and arterenol may be used throughout the procedure if 
pressure drop occurs. 


ENURESIS 
To THE Eprror:—What is the rationale for and what are the 


has been used to control urinary excretion, especially in cases 
of polyuria, such as occurs in diabetes insipidus. It would seem 
most unwise to recommend such a drastic treatment for any 
form of enuresis in children, since the condition, as commonly 
understood, is functional rather than organic. 
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had an excessive amount of hair on his head and norma! 
amounts elsewhere. In the past three months, he has noticed 
a distinct thinning of hair over the crown of head, apparently 
premature baldness. He has a normal metabolic rate and no 
apparent scalp infection. Can you suggest therapy? Would 
pituitary help? T. A. Wallis, M.D., Ocala, Fla, 


This inquiry was referred to two consultants, whose respective 












ANSWER.—The precise cause of premature baldness is not 











ANSWER.—There is no specific medicament that will cause 









on a patient with coronary heart disease. How would the 
problem of anesthesia be handled? If local or spinal anesthesia 
were used, what would be substituted for epinephrine 
(adrenalin®) or phenylephrine (neo-synephrine®) to avoid 
constriction of the coronary arteries? 

H. D. Coles, M.D., Chicago. 


ANSWER.—Elective surgery should not be done on patients 







































potential hazards of nasal insufflation of posterior pituitary 
powder for enuresis? Is this treatment recommended for any 
forms of enuresis in children? 

Hugh W. S. Powers, M.D., Dallas, Texas. 


ANSWER.—The nasal insufflation of posterior pituitary powder 
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EDEMA OF FOREARM AND WRIST 

To THE Epiror:—A 50-year-old woman has had pitting edema 
of the right lower forearmgand wrist for four months. The 
edema starts at midday and increases toward evening. As the 
edema increases, the patient experiences some pain in the arm. 
Physical examination reveals a well-nourished woman weigh- 
ine 160 lb. (72.6 kg.). The heart is not enlarged, and the sounds 
and rhythm are regular. The blood pressure varies between 
170/100 and 140/90 mm. Hg. The patient has bilateral mul- 
tiple varicose veins, areas of induration of superficial veins, 
and brown discoloration of skin from multiple episodes of 
thrombophlebitis. The urine is negative for sugar or albumin 
and is normal on microscopic examination, and the blood 
chemistry is normal. The patient does not show any allergic 
manifestations. A year ago she had a sudden occurrence of 
edema of the forehead and both orbital regions. With that, 
she had severe headaches. I treated her at that time with 
diuretics, vitamin K, and a salt-free diet, and she responded 
well to the treatment. Please advise the cause of the edema 
of the right wrist and forearm and possible treatment. 


M.D., New York. 


ANSWER.—Edema of the forearm and wrist in this patient 
may be of venous or lymphatic origin. The obstruction could 
be in the axilla, supraclavicular fossa, or mediastinum, and it 
is assumed that search for thrombosis or enlarged lymph glands 
in these areas has been made. Adequate roentgen films of the 
mediastinum in the anteroposterior, lateral, and oblique angles 
is especially important. The veins of the forearm should be in- 
spected, and if there is evidence of increased venous pressure, 
the injection of an opaque dye may localize an obstructed vein. 
A partially obstructed superior vena cava has been seen as a 
result of phlebitis of this vein. Any disease producing enlarged 
lymph glands in the mediastinum may produce such a picture; 
an enlarged aorta or tumor must be ruled out. The occurrence 
of facial and periorbital edema could either indicate a common 
obstructive cause in the superior mediastinum or could be a 
manifestation of allergy, which may have to be studied by a care- 
ful history, skin tests, and elimination diets. 


PALPABLE UTERINE FIBROID 


To THE Epiror:—A woman of 40 has a palpable uterine fibroid 
(leiomyoma) and abnormal uterine bleeding. Reports on diag- 
nostic curettage and cervical biopsy were negative. The cervix 
is normal appearing. What is your opinion on whether a 
hysterectomy should be performed? 


Robert J. Ralston, M.D., Holyoke, Colo. 


ANSWER.—Now that it has been established by curettage and 
biopsy that the patient has no malignant lesion in the uterus, 
surgery is not indicated for the present. The presence of symp- 
tomless tumors does not necessarily warrant a hysterectomy. If 
the grossly abnormal bleeding recurs after curettage or the blood 
loss at the bleeding periods is sufficiently excessive to be reflected 
in the blood picture, surgery is indicated. An operation is 
advisable also when tumors and the uterus are larger than a 
10 weeks’ gestation or their location causes pressure symptoms. 
The complete removal of the uterus when feasible is the opera- 
tion of choice. There are no advantages and many serious dis- 
advantages in leaving the cervical stump. 


GOUT 


To THE Eprror:—Can an attack of gout produce hematuria? 
Could small amounts of colchicine, if administered prophy- 
lactically over a prolonged period of time, produce hematuria? 


M.D., New York. 


ANSWER.—Hematuria in a patient with gout calls for careful 
investigation of the urinary tract in order to determine the source 
of bleeding, as hematuria is decidedly not a frequent manifesta- 
tion of this disease. In patients with gout, renal calculi consisting 
for the most part of ammonium urates may form. These are 
usually small but may abrade the renal pelvis or ureter during 
Passage and cause hematuria. Because of their minute size, 
urate stones can rarely be observed by means of pyelograms. 
Prolonged administration of colchicine in amounts commonly 
employed does not cause hematuria. 
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CHRONIC BLEPHARITIS 


To THE Epiror:—A white man has had chronic blepharitis since 
childhood. The condition exacerbates and remits but never 
completely disappears, and it responds poorly to the remedies 
that have been used. For two months excellent results have 
been obtained by one drop of the 242% cortisone ophthalmic 
solution on each lid morning and night. Is there any danger 
in this therapy if it is continued over a long period of time? 
Discontinuance of the treatment produces a quick relapse of 


the blepharitis. Maurice Kovnat, M.D., Staten Island, N. Y. 


ANSWER.—According to present information, there is no 
ocular or systemic danger in using cortisone locally over an 
indefinite period of time; however, as with many local remedies, 
there is a tendency for cortisone to become less effective as time 
passes. The amount of systemic absorption from the conjunctival 
sac or through the lacrimal duct is so small that it is negligible. 
The fact that the blepharitis in this man clears with cortisone 
suggests that the condition is either allergic or secondary to the 
contact of some noxious substance. Therapy should be directed 
toward the elimination of seborrheic dermatitis of the scalp, if 
present, by the use of bland, nonperfumed, noncolored soaps 
and shampoos or, preferably, the use of medicinal soft soap 
(green soap) and the consideration of possible sources of irri- 
tating materials in the patient’s environment. 


DARK BROWN MOLE 


To THE Epitor:—A 48-year-old woman has had a mole in the 
posterior medial aspect of the lower leg for many years. She 
believes that it has slightly increased in size in the past year. 
The lesion is irregular, dark brown, 14% cm. in diameter, 
intracutaneous, not raised, and not ulcerated. Can a definite 
clinical diagnosis of benignancy be made? Should a local ex- 
cision or a wide, radical excision down to and including the 
fascia be done even though a biopsy was not done to make 
a definite diagnosis of malignancy? M.D., New York. 


ANSWER.—Given a long-standing, flat, dark brown, or per- 
haps a blood mole in a person 48 years old, it is most difficult 
to make a definite clinical diagnosis of its benignancy. The area 
should be widely excised down to the fascia. This advice is espe- 
cially in order inasmuch as the patient thinks that it has slightly 
increased in size. Thereby an adequate specimen is obtained for 
microscopic examination and for care of the local lesion. 


CHILD BITES OFF PAINT 


To THE Epitor:—Is there any danger to a child in biting off 
paint with these components: pigment, which is titanium 
calcium, 38.6%; vehicle, 61.4%, of which 31% is processed 
vegetable oil, 15.5% is synthetic resin, and 53.5% is mineral 


spirits and drier? M.D., Minnesota. 


ANSWER.—It is probable that the white pigment is titanium 
dioxide. This is about the only constituent that would remain 
after drying. Titanium dioxide is one of the least harmful of 
paint ingredients and is an excellent substitute for the erstwhile 
dangerous lead compounds for interior coatings. The figures fur- 
nished indicate the presence of 53.5% mineral spirits and drier; 
it may be presumed that the mineral spirits account for al- 
most 53% and the drier for about 0.5%. The drier could be 
a lead compound or manganese dioxide. Even so, the quantity 
present is negligible. Certain synthetic resins sometimes act as 
allergens, and that is a possibility in this case. In general, there 
would be no danger to the child. 


PHENOBARBITAL SENSITIZATION 

To THE Epitor: Does the development of a phenobarbital rash 
signify permanent sensitization to the drug? Is it advisable to 
try a test dose of the drug in a patient who has had such a 
rash? A. Soucek, M.D., Madison, Wis. 


ANSWER.—Usually a phenobarbital rash does signify per- 
manent sensitization, though exceptions to the rule occur. 
There is some risk in giving a test dose, though here again persons 
on their own frequently repeat the use of drugs without dire 
results. The better course, if it is possible, is to use another, 
unrelated drug. 
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SPREADING OF THE ALLERGIC BASE 


To THE Epitor:—Allergy consultants to industry and insurance 
companies run into a difficult problem when giving expert 
testimony. The problem concerns the “spreading of the allergic 
base” as the direct result of a marked allergic reaction totally 
unrelated to subsequent exposure patterns. It is common to 
find that, following a penicillin reaction involving the early 
rekindling of quiescent mycotic lesions or a delayed urticarial 
response, a case of ill-defined dermatosis of the broad class, 
generally labeled chronic infectious eczemctoid dermatitis, 
will be alleged to have been brought about by “broadening of 
the allergic base.” This could, on occasion, be carried to a 
point of absurdity. 1 would appreciate having the opinions of 
several consultants on this phase of medicolegal interpretation. 
It would be interesting to have the reasoning behind each 
attitude with a plausible explanation as to how “broad” the 
base can become. Clifford H. Kalb, M.D., Milwaukee. 


This inquiry was referred to four consultants, whose respective 
replies follow.—Ep. 


ANSWER.—This query raises several questions that are difficult 
to answer with certainty. One can give only reasonably well- 
founded clinical impressions and theorize on the basis of experi- 
mental knowledge. First, what is chronic infectious eczematoid 
dermatitis? This term was originally introduced to designate a 
type of dermatitis that developed around a draining focus, such 
as the middle ear or a colostomy, the presumption being that the 
tissue developed a sensitization to the products flowing over 
them from the focus or that microorganisms in these secretions 
caused the development of the lesions. Over the years, the term 
has become more loosely employed to designate a type of super- 
ficial infection of the skin that has a marked eczematous appear- 
ance in that minute vesicles are often seen. In this respect, 
infectious eczematoid dermatitis differs from ordinary pyo- 
dermas, which do not have this eczematous appearance, which 
tend to be more localized, and which have pus and/or con- 
siderable crust formation. 

The problem then is whether such a process can arise as a 
consequence of an allergic reaction to some definite substance, 
such as penicillin. This would appear to be theoretically possible 
in one of two ways: either the allergic reaction subsequently 
renders the tissue more vulnerable to bacterial invasion, with 
development of an infectious eczematoid dermatitis, or the drug, 
by means of several possible mechanisms, such as ecologic inter- 
ference or biotropism, favors the overdevelopment of certain 
organisms so they can assume quasipathological characteristics, 
which, under normal circumstances, they are not capable of 
doing. 

The query also raises the problem of “spreading of the allergic 
base”; in other words, it asks whether, as an allergic sensitization 
persists, the possessor acquires new sensitizations or whether he 
in some vague way reacts to more things. On both clinical and 
theoretical grounds, there seems to be some evidence for a 
“spreading of the allergic base.” Hektoen and Boor (J. Infect. 
Dis. 49:29-36, 1931) showed that the longer a rabbit was im- 
munized with beef hemoglobin the wider became the range of 
other hemoglobins with which the rabbit’s serum would react. 
Hooker and Boyd (Proc. Soc. Exper. Biol. & Med. 47:187-190, 
1941) have shown the same phenomenon with synthetic con- 
jugated antigens. Many other workers have shown similar results. 

The next question that arises is whether the development of 
an allergic sensitization to one substance favors the development 
of independent allergic sensitizations to other substances? There 
is no clear-cut answer, but it appears that a person who has an 
allergic sensitization has by this fact shown himself to be of an 
appropriate genetic constitution. Thus, there is at least an a priori 
assumption that the person is of the appropriate make-up for 
development of a sensitization if a suitable antigen is encoun- 
tered. Finally, it is known that any mild inflammatory response, 
such as an allergic eczematous reaction, favors the development 
of additional independent eczematous sensitizations. This was 
clearly shown by Rokstad (Acta dermat.-venereol. [supp. 15] 
26:1-352, 1946) and also by Landsteiner and Di Somma (J. 
Exper. Med. 72:361-366, 1940). 

Thus the problem is a complicated one to which no general 
answer can be given. All that can be stated is that the develop- 
ment of a sensitization can pave the way for a variety of cutane- 
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ous phenomena. In any given case, the physician has to decide 
on the basis of the history and morphological character of the 
lesions, what degree of responsibility the original sensitization 
has for what subsequently develops. Unfortunately, in mos 
cases, not enough is known to make this decision. 


ANSWER.—This question almost always becomes complicated 
by the duration of an occupational dermatitis for months o; 
years after the establishment of the cause and its apparent re. 
moval, as far as can be determined, from the worker’s environ. 
ment. Often, such a worker later is employed in another industry 
not remotely connected with industrial irritants (or contacts) 
that were supposed to have led to the original dermatitis. Loosely. 
such ill-defined dermatoses have been explained as due to the 
“broadening of the allergic base,” which at times has, indeed. 
been carried to the point of absurdity. Careful investigation jp 
such cases often reveals a skin disease, such as psoriasis, as an 
underlying basis for the recurrence. Here one must raise the 
question of whether the particular laws governing compensation 
claims in the worker’s home state recognize the localization of 
nonoccupational dermatosis, such as psoriasis, after exposure to 
physical or chemical irritants. As far as allergic reactions are 
concerned, including bacterial allergy, the conscientious expert 
is put at a disadvantage in his testimony or opinion regarding 
such cases. First, it can be proved that actual crosssensitization 
can occur. The recurrence or prolonging of a dermatitis without 
reexposure to the original chemical causing the condition in most 
instances is not valid unless it can be proved that a chemical is 
being contacted that seems unrelated but is so chemically. 
immunologically cross-related that actually a common antigen 
is being dealt with (Peck, S. M.: Compens. 2:37-44 [Dec.] 1949), 
Secondly, any long-continuing dermatitis may result in secondary 
bacterial sensitization, which may prolong the dermatitis. All 
the experiments that have been carried out by competent ob- 
servers indicate that, once the factors of cross-sensitization have 
been thoroughly investigated, the allergic contact dermatitis is 
of specific origin. The burden of proof is on those who claim a 
vague “spreading of the allergic base” to account for the long 
duration of the dermatitis. It should be required that specific 
allergens be demonstrated as the cause of the continued eruption. 
If these antigens are not related to the original cause, then it 
cannot be claimed that a prolongation of the old dermatitis but 
rather one totally unrelated to the original exposure is being dealt 
with. 


ANSWER.—This query touches a sore point in dermatological 
allergy. The hypothesis expressed by “broadening of the allergic 
base” has some practical usefulness, and its correctness may 
sometimes be borne out by careful allergic study of a patient 
over a long period. Nevertheless, this concept is frequently 
distorted to the point of absurdity and is difficult to prove or 
disprove in most patients. Some of the questions asked or implied 
in this inquiry could be answered adequately only in a reply of 
monographic proportions or cannot be answered at all because 
of deficiencies in knowledge of the phenomena involved. The 
following remarks touch on only a few of the points to be con- 
sidered. 

The type of condition to which the correspondent refers may 
best be designated as contact-type eczematous dermatitis, a con- 
dition extremely common in both industrial and nonindustrial 
practice and of increasing incidence. After an inflammatory 
eczematous reaction has been produced in the skin, apparently 
as a result of contact exposure or ingestion, inhalation, or in- 
jection of a sensitizing substance, the dermatitis sometimes does 
not disappear after prevention of exposure of the patient to the 
material in question. It is too often assumed that if the original 
reaction was “allergic,” a subsequent recurrent or chronic erup- 
tion must also be allergic. Nothing could be more incorrect in 
many patients, and the assumption that such persistence of the 
inflammatory changes is due to a “broadening of the allergic 
base” may lead to medicolegal misinterpretation and to thera- 
peutic mismanagement. ; 

Fortunately, acute reactions to a substance such as Rhus toxin 
will ordinarily subside completely in varying periods of time, 
provided there is not constant reexposure, either through direct 
contact with the plant in question or through contaminated 
clothing. In the case of industrial contactants, many of the sub- 
stances with which the skin comes in contact may have both 
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irritant and sensitizing properties, or the patient may irritate his 
skin with one material, such as a strong cleansing agent, and 
sensitize his skin with another, such as any one of hundreds of 
chemical materials. When sensitization has been induced by 
repeated exposure, the initial manifestations of sensitization are 
often mild and are dismissed as inconsequential or are treated 
with various topical medicaments, which in themselves may be 
sensitizers. When the dermatitis becomes severe enough to cause 
disability, it often has been present for a considerable period, 
frequently months, and a varying train of circumstances has 
been set in motion, sometimes irrevocably. Several mechanisms, 
alone or in combination, may perpetuate the dermatitis even in 
the absence of exposure to the suspected allergen. These are as 
follows: 

1. Secondary acute or chronic infection may perpetuate the 
dermatitis. The bacterial flora of an area affected by dermatitis 
undergoes a marked change within a week or two. The normal 
skin micrococci disappear and are replaced by pathogenic or 
potentially pathogenic strains of staphylococci and streptococci. 
This is an invariable occurrence. If the infection is acute and 
overt, it probably will be recognized and effectively treated. If, 
however, it is not an invasive type of infection, the organisms 
may remain indefinitely and produce damage by insidious toxic 
or sensitizing mechanisms that are far from being thoroughly 
understood. 

2. In any area affected by dermatitis, even of short duration, 
blockage of a significant percentage of the sweat ducts in the 
area occurs and persists for two to four weeks. In such glands, 
a stimulus to sweating results in sweating into rather than onto 
the skin, and in an unknown percentage of patients this will 
produce inflammatory reactions of a degree varying from ordi- 
nary miliaria to markedly inflamed pustules and papules. 

3. Interpretation of the eruption in terms of its original 
cause is often hopelessly beclouded by sensitization induced by 
local medication. A large number of topical sensitizers are avail- 
able, and most of them have been introduced into medicine 
during the past decade. This additional sensitization should not 
in all instances be regarded as a “broadening of the base.” This 
is an inevitable consequence of exposure of persons whose 
capacity for sensitization varies inherently to a wide variety of 
materials that have a capacity to produce sensitization in from 
01 to 50% or more of patients, provided the application is 
continued for sufficient periods. Also, it has been shown without 
question that a reaction that began as a result of sensitization to 
one compound may be perpetuated by a compound that super- 
ficially may seem to be entirely different but that is closely related 
from the chemical-immunologic standpoint. Peck (New York 
J. Med. 50:2690-2693 [Nov.] 1950) has shown that cross-sensi- 
tization to various antihistamines is common. Cross-sensitization 
to various sulfonamides is, of course, well known and easily 
understood. Baer (Arch. Dermat. & Syph. 58:276-285 [Sept.] 
1948) has shown that immunologically related chemical groups 
may be found in such apparently widely divergent compounds 
as analine dyes, paraaminobenzoic acid, local anesthetics, sun 
filters, and sulfonamides. With these chemicals, the patient may 
simply be reacting to the same chemical moiety masquerading 
under a variety of trade name aliases. 

4. If a dermatitis becomes widespread, the patient may often 
for a time be intolerant even to the most bland local medica- 
ments. It is difficult to determine whether this is a hyperirritability 
or a hypersensitivity of the skin, but it is most often the former. 
Such a phenomenon is common in other organs; in gastro- 
enteritis, for example, a patient may become intolerant to 
particular foods for a time, and no mechanism of allergy need 
be invoked. 

5. Dermatitis is often perpetuated partially or even solely by 
excoriation. What may have started as an allergic reaction is 
continued as a result of apparent increased susceptibility of the 
nerve endings to itchy stimuli or as a result of persistence of itch- 
ing as a psychosomatic phenomenon. There are almost certainly 
other physiological mechanisms that are as yet unproved or 
unsuspected. 

To summarize, it is probably true that most persons undergo 
a gradual broadening of the allergic base through life and that, 
While no one is born with established sensitivities, some persons 
are inflicted with an increased capacity to become sensitized in 
various tissues of the body. Conversely, sensitivities fortunately 
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sometimes disappear, and this disappearance may be extraor- 
dinarily rapid, as is sometimes noted on change to another 
climatic environment. Demonstration that a particular dermatitis 
is allergic is by no means a simple matter; the history may be 
conflicting, diagnosis based on wheal reactions induced by 
scratch or intradermal tests is worthless, and the diagnosis 
based on patch testing, though sometimes extremely valuable 
and revealing, is often not practical and may at times be danger- 
ous. Persistent dermatitis of industrial origin becomes an ex- 
tremely difficult problem of interpretation. The theory of 
“broadening of the allergic base” is difficult to prove precisely 
in the individual patient and would appear to have been much 
too loosely and broadly applied. 


ANSWER.—This is one of the many unresolved problems in 
allergy. There is no question that, despite lack of experimental 
evidence to prove it, the allergic base may broaden and that 
interpretations of it are sometimes made to a point of absurdity. 
The absurdity may, however, in some cases be more fancied 
than real, for there may be an immunochemical cross-relation- 
ship at work between chemicals that are only seemingly un- 
related; for example, a person who is sensitized to a sulfonamide 
drug may subsequently have an eruption from procaine or a 
paraphenylenediamine product, not because of a broadened 
allergic base but because of cross-sensitivity to drugs that are 
immunochemically related. On the other hand, cases are ob- 
served in which a relationship of some sort may exist even though 
it cannot be demonstrated, such as that cited in the query. It is 
impossible to state just how broad the base may become, and 
the question of medicolegal responsibility is not subject to sharp 
definition. Since hypersensitivity, itself a mysterious thing, de- 
velops only in certain possibly predisposed persons and since it 
is a factor necessary for the development of allergic-type erup- 
tions, a reasonable solution, it would seem, is for the employer 
to assume responsibility only for the one attack of dermatitis 
that develops while the employee is on the job, not for sub- 
sequent ones. 


STRESS INCONTINENCE 

To THE Epiror:—What is the proper treatment for a 72-year- 
old man with urinary incontinence following suprapubic 
prostatectomy? He can control his bladder immediately after 
he arises in the morning, but after he once urinates he is in- 
continent for the remainder of the day. Treatment has con- 
sisted of silver nitrate instillation, administration of ephedrine, 
and, when the latter did not work, bethanechol (urecholine®) 
chloride was tried. If there is no permanent cure for this con- 
dition, is it safe to use a penile clamp for prolonged periods? 
The nearest urologist is 250 miles away, and the patient is of 
limited means. 

Ellis V. Browning, M.D., Springerville, Ariz. 


ANSWER.—This man has a condition that is usually called 
stress incontinence. It is variable and rarely occurs after supra- 
pubic prostatectomy but is more commonly seen in some pa- 
tients who have had transurethral resection or perineal prosta- 
tectomy. Exercise of the pubococcygeal muscles in the female 
has resulted in many permanent cures of stress incontinence. 
Exercise of the perineal muscles in the male will sometimes 
create sufficient tone to overcome this moderate incontinence 
when the patient is on his feet. The technique for practicing 
this is as follows: The patient lies down and drinks a large 
quantity of water, until at least 300 or 400 cc. of urine has 
accumulated in the bladder. The patient then arises, and, dur- 
ing the process of voiding this urine, attempts to stop and start 
the urinary stream by contracting the perineal muscles as well 
as the abdominal muscles. 

The perineal clamp is safe to use, except that, in most in- 
stances, it causes edema of the foreskin and often erosion and 
ulceration. Some patients who have used these clamps for long 
periods have not complained of this, but they must be meticulous 
in their care of the local constriction to avoid these symptoms. 
Recently, some good results followed fascial sling operations, 
which offer increased resistance to the urethral lumen at the 
region of the triangular ligament. Since this patient is of limited 
means and is so far away from a urologist, it would seem ad- 
visable to try to school him in exercises, and, if necessary, he 
could use the penile clamp when he is on his feet or is exercising. 
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ROENTGENOGRAPHIC STUDIES 
DURING PREGNANCY 


To THE Epitor:—IJn Queries and Minor Notes in THE JOURNAL 
Jan. 17, 1953, page 252, is an answer that I cannot let go un- 
challenged. Whoever wrote the answer implies that there is 
no danger in giving x-radiation during the first trimester of 
pregnancy. As a matter of fact, it is more hazardous during 
that period, and it is wise, therefore, to limit all roentgen 
cephalopelvimetric studies to the last trimester and especially 
until just before term. The more immature the fetus, the 
greater is the hazard of x-radiation damage. Another incorrect 
statement made is that roentgen pelvimetric examination is 
more informative early in gestation. That is entirely wrong, 
for not only does the fetus not interfere with pelvic land- 
marks (the answer implies that it does), but actually it is of 
aid. The comparison between head size and the size of the 
pelvic birth canal is most helpful. The last sentence is the only 
one that is anywhere near being correct. 

Paul C. Swenson, M.D. 

Jefferson Hospital, Philadelphia 7. 


To THE Epitor:—The reply to the question concerning the most 
advantageous time for roentgen pelvimetry during pregnancy 
in Queries and Minor Notes Jan. 17, 1953, is misleading, 
since the consultant recommends roentgenologic examinations 
of the pelvis early in pregnancy before the fetal shadow is 
present. He also states “Fetometry adds little to the diagnosis 
of cephalopelvic disproportion. . .” This suggestion that 
the pelvic measurements per se are more important than a 
comparison between the size of the fetal head and of the pelvic 
cavity it must traverse is fallacious. Actually, the precise 
measurements possible by x-ray pelvimetry are almost value- 
less in the prediction of the eventual outcome of labor, be- 
cause normal vaginal delivery is dependent on fetal as well 
as pelvic size. A small fetus may be delivered with ease through 
a contracted pelvis while an oversized infant may be too large 
for vaginal delivery, even though the pelvic measurements 
are normal or above. Since the problem of cephalopelvic dis- 
proportion arises in only a small percentage of all pregnant 
women and then only during labor, there appears to be no 
indication for roentgen pelvimetry during the early period 
of gestation. Careful manual evaluation of the pelvis should 
indicate most of the women who may have difficult labor 
because of small pelves. In most instances there is no need 
for more complete evaluation until the onset of labor, although 
disproportion should be anticipated in the primigravida in 
whom the fetal head remains high at term. In early labor, a 
careful sterile vaginal examination in the hospital will indi- 
cate whether or not the head is engaged. If the head remains 
high during labor, x-ray examination is indicated as part of 
the complete evaluation of the problem. The films should be 
studied with the radiologist by the physician responsible for 
the delivery, since they may give valuable information con- 
cerning the mechanism of labor and the type of delivery to 
be expected. Roentgenograms of the pelvis that were taken 
early in pregnancy are valueless for evaluation of cephalo- 
pelvic disproportion during labor. Even though the early films 
indicated a normal pelvis they should be repeated if there is 
any question of discrepancy between the size of the fetus and 
the pelvic cavity. J, Robert Willson, M.D. 

Professor and Head of the Department 

of Obstetrics and Gynecology 

Temple University School of Medicine 

Philadelphia 40. 


To THE Epiror:—The reply to the query on roentgenographic 
studies in early pregnancy in THe Journal Jan. 17, 1953, 
stated that such study “offers no greater hazard to the young 
embryo early in the pregnancy than it does to the mature 
fetus at the end of pregnancy.” May I point out that the ques- 
tion is not wholly settled. Although ordinary diagnostic roent- 
gen procedures do not usually damage the early embryo, a 
large number of repeated photographic exposures may be 
detrimental (Russell, L. B., and Russell, W. L.: Radiology 
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58:369, 1952). In general, the incidence and severity of fetal 
damage are proportionate to both the dosage of radiation ang 
the immaturity of the exposed embryo. In view of our lack 
of knowledge of the precise quantity of irradiation that js 
harmful to the fetus, it is best that no radiation, however 
minimal, be permitted during early gestation. This caution 
would seem to be especially pertinent in regard to pelvimetry, 
which may well be delayed until later stages of pregnancy 
when fetal organogenesis has been completed. 

S. Leon Israel, M.D. 

2116 Spruce St., Philadelphia 3, 


DRUGS AND WEIGHT REDUCTION 


To THE Epitor:—/n THE JouRNAL Dec. 20, 1952, page 1645, 
a questioner states that more than 25 overweight patients have 
been treated by another physician and have consistently lost 
weight while taking medication. He then asks what medica- 
ment is advisable for this purpose. The answer correctly states 
that no known drug is satisfactory; that any value a drug may 
have is probably only as a psychological reminder to the 
patient to reduce his caloric intake. 1 believe if these same 
“more than 25 averweight patients” had been followed up and 
seen a year after stopping all medication, it would have been 
found that they had all regained their original premedication 
weight and, in many instances, weighed even more. The point 
is that when medication is so given that, even if side-effects 
are avoided, the patient loses weight or maintains his reduced 
weight only as long as he continues to use the drug; after 
discontinuing its use, the lost weight is regained. On the other 

_hand, a patient who realizes that weight reduction requires 
effort on his part and cannot be accomplished by pills and 
who follows a prescribed diet will form the habit of eating 
less and will almost invariably maintain his lowered weight. 

S. Albert Levitan, M.D. 
492 Linwood Ave. 
Buffalo 9, N. Y. 


TOURNIQUET FOR SNAKE BITE— 
LEVARTERENOL WARNING 


To THE Epitor:—The Nov. 22, 1952 JouRNAL (page 1268) pub- 
lished a letter by Dr. A. H. Raynolds referring to the use 
of a tourniquet for snake bite. In this letter, Dr. Raynolds 
speaks of the use of levarterenol intramuscularly. I wish to 
warn against the intramuscular use of levarterenol. This com- 
pound can cause extensive sloughing of soft tissues if intro- 
duced outside a blood vessel. In the treatment of shock asso- 
ciated with venom poisoning this drug may well be of help, 
but it should be used only intravenously by continuous in- 
fusion (Greenwald, H. P.; Gootnick, A.; Luger, N. M., and 
King, J. A.: New England J. Med. 246:252 [Feb. 14] 1952). 

Norton M. Luger, M.D. 
Professional Bldg. 
Fresh Meadows 65, N. Y. 


CONDYLOMA ACUMINATUM IN RECTUM 


To THE Eprror:—ZI have just read the query and minor note 
concerning condyloma acuminatum in the rectum, in THE 
JourNAL Feb. 28, 1953, page 782. 1 urge caution in the 
use of podophyllin in liquid petrolatum (mineral oil) as out- 
lined in the answer. It is apt to result in severe proctitis 
and perianal dermatitis. Toxicity from absorption also is to 
be considered. My opinion is based on early experience with 
podophyllin in oil treatment of coronal condylomas, which 
resulted in disabling balanitis. If podophyllin is to be used 
at all, it should be used as a 25% solution in dehydrated 
alcohol. Robert M. Goodwin, M.D. 

107 S. 5th St., Springfield, Ill. 
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